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Coronary Death Rate Lowest Among Executives; 


Highest Among Unskilled Laborers 


Diet, exercise and emotions appear 
to be important factors in the incidence 
of cardiovascular-renal mortality 


JAMES M. NORTHINGTON, M.D., Editor 


A study in Chicago contraindicates 
the widely held belief that the death 
rate from coronary disease is high- 
est among executives of the middle- 
age group. The study reports that, 
in this age group, the coronary death 
rate is actually highest among the 
least skilled workers in the popula- 
tion. 

How many hundreds of the things 
everybody “knows to be true” are 
not at all true! 

The death rate due to coronary 
disease was found to be 831 per 
100,000 population in Negro males 
between 45 and 64, as compared with 
771 per 100,000 in white males of 
the same age group. 


These findings based on observa- 
tions of 30,000 cardiovascular-renal 
deaths recorded in this city in 1953, 
were reported recently to the Ameri- 
can Society for the Study of Arterio- 
sclerosis by Dr. Jeremiah Stamler of 
the department of cardiovascular re- 
search at Michael Reese Hospital. 

Among whites, the male-female 
death ratio in the 25-44 age group is 
5 to 1; in the 45-64 group, 2.5 to 1. 
But with Negroes, the death ratio of 
males to females in the 25-44 group 
is less than 1.5 to 1. In this age group, 
Negro women have as high a death 
rate from coronary disease as white 
men. 

Dr. Stamler’s study is based on 


CLINICAL MEDICINE, February, 1956 107 





data furnished by the Chicago 
Health Department. Executives in- 
cluded professionals, officials, pro- 
prietors and managers. The inci- 
dence of coronary disease among the 
skilled workers was just above that 
of executives. Next came service em- 
ployees and, finally, the least skilled 
group—which had the highest inci- 
dence. Among white women, the 
coronary disease death rate is high- 
est among housewives. The data in- 
dicate that for every employed 
middle-aged woman who died, there 
were two deaths among housewives. 
This was also true among Negro 
women. Women executives were al- 
so found to have the lowest death 
rate. Next came sales and clerical 
groups. 

On the basis of income, the death 
rate for middle-aged white men was 
2 to 3 times as great among those 
earning $2,000 or less annually as 
among those with higher incomes. 


It is noted that United States pro- 
fessionals and executives, while hav- 
ing the lowest coronary disease 
death rate among Chicago men, show 
a far higher rate than men in com- 
parable groups in England, Italy and 
Japan. 

What does all this mean? 


It would seem that diet is an im- 
portant factor. The diet of Chicago- 
ans at the lower-income levels — 


ramitinse fais MM 


unlike that of the poor of Europe 
Asia, Africa or Latin America, by 
like that of most in our country —; 
high in fat and calories, and fre 
quently deficient in whole giains 
fruits and vegetables containing 
many of the important vitamins an W ™ 
minerals—foods that are more likegrate® ‘ 
ly to be incorporated in the execygto ¢ 1 
tive’s better-balanced, although stillJTo © ° 
excessive, diet. 

In middle age, the death rate ‘rom 


a causal role, was found to be 4 ty 
8 times greater in Negroes than in 
whites. 

These are preliminary findings 
that must be substantiated along 
several lines of research. It is 
planned to make further autopsy 
checks, extend the study to foreign- 
born groups living in Chicago, and 
make a comparison of urban with 
rural groups, and a study of living 
persons to determine whether cer- 
tain aspects of their mode of life 
(e.g., diet and exercise) are related 
to the existence of coronary disease. 

“The results at this present stage 
indicate that fruitful leads to the 
etiology of coronary disease and hy- 
pertension may be obtained by the 
epidemiological research method, 
skillfully combined with clinical and 
animal investigations.” 





Medical News, 1:6, 1955. 


RESPOND S 


Genoscolopamine (detoxicated 


Scopolamine’, does not induce 


GEN SCOPOLAMINE scopolamine is l4% as toxic as 
DETOXICATED 


Genoscopolamine may be used to 
supplement the effect of other drugs. 


Trial Supply on Request 


tolerance* and acts in about 14 the 


time required by Scopolamine’. 





1. Am. J. Pharm., 117:319,1945. 

2. N. Y. State J. Med., 49:1285, 1949. 

3. Conference, National Academy of 
Sciences, Sept. 9, 1950. 
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Don’t Overpay Your Taxes* 


Wether the federal income tax 


effect of various choices. Your 
choice of a method of handling a par- 
ticu ar transaction can raise or lower 
Jyou" taxes, and sometimes you can 
save money by a legitimate shift of 
tax: ble income or deductions from 
one year to another. You are also 
allowed choices in your treatment of 
certain items in your tax return, 
isQsucn as depreciation and research 
Acosis. Many businesses could reduce 
[their tax burden if they were aware 
of the tax considerations affecting a 
variety of transactions. The most 
feasible means for many businesses 


r-§to keep alert to tax saving opportu- 


nities is frequent consultation with a 
properly qualified advisor. 


. CHOICE OF DEPRECIATION METHOD 


First determine the estimated use- 
.Pful life of any asset acquired during 
the tax year. “Bulletin F,” contains 
tables of “average” useful lives. It is 
available from the Superintendent of 
Documents, Government Printing 
Office, Washington, for 30 cents. 


The simplest method is straight- 
line depreciation. Just divide the 
cost, less what you expect to sell it 
or trade it in for when it is replaced, 
by the number of years of estimated 
useful life, and this is the amount to 
be deducted each year. In arriving at 
the original cost, don’t forget to in- 


*This article is based on information supplied by the 

American Institute of Accountants, the national 
professional organization of certified public ac- 
countants. 


clude freight and installation 
charges. The law permits other 
methods of depreciation for new as- 
sets having a useful life of three 
years or more. Using one of them, in 
the first year the rate is twice what 
it would be under the straight-line 
method. The next year the same rate 
is applied to the amount remaining 
to be depreciated. This process is re- 
peated each year. Another, known 
as “sum of the years’ digits,” has a 
similar effect. You should figure de- 
preciation on a new asset in all pos- 
sible ways to learn which is best for 
you. 


BEING TAXED AS A CORPORATION 


There is a provision in the 1954 
Internal Revenue Code which allows 
some proprietorships and partner- 
ships to be taxed as if they were cor- 
porations. This choice should not be 
made lightly, as there is consider- 
able uncertainty about the provision 
and the proprietorship or partner- 
ship desiring corporate tax treat- 
ment might find it better actually to 
incorporate. 


REPAIRS AND IMPROVEMENTS 


If you contract for repairs and 
improvements to your business pro- 
perty, be sure that these two types 
of work are billed separately. Should 
you lump them together, you may 
find that the entire cost has to be 
capitalized for future depreciation. 
By listing the cost of repairs as a 
separate item you are allowed to de- 
duct it as an expense of the current 
year. 
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For example, you might have a 
furnace repaired and new radiators 
added. By separating the charges 
you can deduct the cost of the re- 
pairs in the current year, although 
the new radiators would be improve- 
ments subject to depreciation during 
their useful life. 


KEEPING GOOD RECORDS 


Many deductions are lost through 
failure to keep adequate business 
records. Be sure that you have good 
records to show you what deductible 
expenses you have had, and to back 
up your deductions in case they are 
questioned by the Government. This 
applies particularly to your out-of- 
pocket business expenses, such as 
travel and entertainment of custom- 
ers, and to items which are deduct- 
ible on your personal income tax re- 
turn. 


Injection of Varicose Veins 
with Sodium Morrhuate 


In the treatment of varicose veins 
by the injection method, sodium 
morrhuate was first employed in the 
1920’s. As early as 1932, Ritchie 
called attention to allergic reactions 
and described the following 3 types: 

1. Erythematous or urticarial 
manifestations of the skin. 

2. Gastrointestinal disturbances 
with abdominal pain and diarrhea 
appearing shortly after injection. 

3. Collapse, with cyanosis, pallor, 
low blood pressure and temporary 
loss of consciousness. 

A 43-year-old Negress seen in the 
surgery clinic complaining of “leg 
ulcers.” She had had varicose veins 
with stasis dermatitis and ulcera- 
tion intermittently for 7 years. 
Five months previously she had a 


110 





CLINICAL MEDICINE, February, 1956 





Good records and properly g uali- 
fied professional tax assistance -— at 
tax-filing time and throughout 
year—are the keys to income 
savings. 

It is likely that a great many oc. 
tors will find it worth while to a:lop; 
some of the suggestions made here, 
including the suggestion that 30: he 
spent for “Bulletin F.” It seems un. 
likely that many will think it need. 
ful to engage the expensive service 
of a C.P.A. Several months ago | 
was astonished to see a statement 
from an ostensibly reliable source, 
that C.P.A.s were the highest paid 
professional men in the United 
States. A few days later, I mentioned 
this fact to the head of a small man- 
ufacturing company, and he said he 
could well believe it to be true, that 
he paid several thousand dollars each 
year for such services.—Editor. 



































































bilateral stripping of the long sa- 
phenous systems under general an- 
esthesia, postoperative course un- 
eventful. She was seen frequently 
in the out-patient department where 
the ulcers were treated with Fure- 
cin dressings and elastic support. 
In 6 weeks the ulcers had healed. 
She returned 2% months later with 
an ulceration attributed to a post 
phlebitic syndrome of the deep 
veins of her leg. Two weeks prior to 
her death the entire left leg was 
covered with weeping eczematous 
lesions, thought to be an allergic 
reaction to Furacin. This was dis- 
continued, zinc oxide ointment was 
applied locally and antihistamines 
were given. 











































Clay, C. B., et al., J. M. A. Georgia, 44:25, 1955. 
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{Frequent Psychiatric Reactions in General 


Practice 


There is much that can be done by 
the general practitioner to prevent, alleviate 
or eliminate mental abnormalities 


ARTHUR P. NOYES, M.D., Norristown, Pennsylvania 


This discussion will be confined 
to manifest mental states frequently 


@fseen by the general practitioner. 


First to be mentioned is delirium— 
a syndrome which is usually sudden 
in onset, frequently making its ap- 
pearance at night or when the pa- 
tient’s surroundings are changed. It 
is usually associated with infections, 
with fever, intoxications by drugs 
or poisons, metabolic disturbances, 
such as uremia, hyperthyroidism, 
avitaminosis, cardiac decompensa- 
tion and arteriosclerotic and toxic 
states of old age. The most frequent 
exogenous poisons are alcohol, bro- 
mides, and barbiturates. The usual 


symptoms are clouding of conscious- 
ness, bewilderment, restlessness, 
confusion, disorientation, dreamlike 
thinking, misidentification of people 
and objects, hallucinations, appre- 
hension and fear. If not constantly 
watched, the patient may leave his 
bed, wander away and through eith- 
er fear or confusion jump from a 
window. Delirium is usually more 
marked at night and at times may be 
limited to it, the patient being seem- 
ingly normal mentally during the 
day. Shifting degrees of awareness 
and orientation should always sug- 
gest the possibility of delirium. 

At first therapy consists of treating 
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the infection, toxic state or oth- 
er factor that led to the reaction. 
Occasionally a beginning delirium 
may be aborted by a darkened room, 
an ice cap to the head, the reassur- 
ance of the nurse, and a dose of pa- 
raldehyde. Barbiturates should not 
be used. Eliminative procedures are 
in order; dehydration and acidosis 
should be minimized. Transfusions 
are valuable if the hemoglobin is 
low. Sodium chloride, orally or in- 
travenously, should be given liber- 
ally to restore normal acid-base 
equilibrium. Prevention is mention- 
ed last although it should be first in 
the mind of the physician. Dr. John 
Finney, having noted the occasional 
vecurrence of postoperative delir- 
ium, used to say that the surgeon 
should avoid the unnecessary and 
unwise administration of drugs and 
should consider the emotional fac- 
tors involved in any surgical pro- 
cedure. He reminded the surgeon 
that he should identify himself with 
the patient and remember that fear, 
physical discomfort and pain, loss 
of consciousness and other emotion- 
ally disturbing concomitants of the 
operation all tended to cause an 
anxiety that constituted good soil for 
a delirioid reaction. 


ORGANIC REACTION TYPES 


Among the many psychiatric prob- 
lems encountered by the G.P., the 
organic reaction types are the most 
understandable. In these, if the or- 
ganic lesion is recognized, a tangible 
explanation is given for the ac- 
companying personality changes. In 
general, the organic reactions are 
chronic, being dependent on focal 
or diffuse, more or less permanent 
changes in the central nervous sys- 
tem. These changes may be due to 
senility, arteriosclerosis, neoplasm, 
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trauma, residuals of meningitis of men 

encephalitis, disturbances of mef and 

tabolism such as avitaminos’s asf pro; 
sociated with excessive and cl ronid yeac 
alcoholism; also, much less frequent 

ly than formerly, some form of nex DEPE 
rosyphilis, as general paresis. 









PHYSICAL AND MENTAL ABBERATION 5 





In these organic types the moto 
and sensory reflexes are ofen di 
turbed, and these disturbances ma 









ing or walking. Study of eye ground 
and visual fields, examination of the 
spinal fluid and encephalography’ 
are of value in diagnosing these e¢on- 
ditions. Personality changes are of- 





























toms may represent an accentuation 
of the patient’s former personality 
make-up. Thus paranoid forms of 
























picious and distrustful. Emotional 
reactions are characterized by in- 
stability in mood. The individual 














changes from joy to sorrow and 
back again. 

Mental changes are quite char 
acteristic and result in a decline in 
the patient’s business and intellec- 
tual efficiency. The patient shows 
periods of confusion and bewilder- 
ment, difficulty in relating events 
which he has observed, fluctuations 
in his level of attention, defects in 
orientation and retention, impair: 






























































S off men of memory and comprehension 


Mefand disturbance of judgment. The 
asf prognosis varies according to the 
if reaction type but is in general poor. 


B DEPRESSION 


One of the most common psychiat- 
ric listurbances seen by the G.P. is 
thai of depression. By depressions 
we mean those changes in mood 
if var ing from slight feelings of dis- 
coucagement, sadness, futility, “the 
it} blues,” to depressive psychosis and 
$ inv lutional melancholia. One sees 
als» the so-called reactive depres- 
4B siois arising from the death of a 
‘-f loved one, illness, personal defeat, 
{ or long-continued stress and strain. 
With the more severe depressions 
we see a growing aversion to activ- 
ity, a stooped posture and dejected 
facial expression, with wrinkled 
brow and drooping mouth. Sponta- 
neity of speech is lost, the voice is 
low, and replies to questions are 
delayed and condensed as much as 
possible. The patient likes to be 
left alone; ordinary movements are 
performed only with effort and more 
slowly. He may complain of head- 
ache, dullness, confusion and inabil- 
§ ity to think. In contrast to the pa- 
tient with toxic-organic disorder, 
the depressive is well oriented for 
time, place, person and situation. 
Memory, retention and recall, cal- 
culation and current knowledge are 
little impaired. At times the depth 
of the delusions interfere with judg- 
ment, as when ideas of personal 
wrong-doing, unworthiness, self-ac- 
cusation, etc. are prominent. Para- 
noid delusional trends may be more 
prominent than ideas of unworthi- 
ness. Irritability, petulance and sus- 
piciousness may accompany the de- 
pression. Feelings of restlessness, 


uneasiness, of being under a strain 
indicate a state of tension that 
often exists. 


The most important consideration 
in treatment is the prevention of 
suicide. All too frequently neither 
the physician nor the family realizes 
the seriousness of this possibility. 
When the patient is given to self- 
condemnation, expresses feelings of 
futility, talks about the burden he 
is to his family, desires to make a 
will or wishes he “might get out of 
it all,” the physician should have 
someone in constant attendance, re- 
move all sharp instruments, medi- 
cines and drugs, ropes, cords, etc. 
Previous attempts are to be regard- 
ed as serious indicators since suc- 
cessful efforts are frequent among 
patients who have previously made 
such attempts. Only experienced 
persons are adequate to cope with 
the cleverness of a determined sui- 
cide. Many depressed patients com- 
mit suicide during convalescence, 
when there is every reason to be- 
lieve that they are improving. Occa- 
sionally it seems as if a depressed 
patient will decide upon suicide and 
having made the decision is freed 
from many worries and therefore 
appears to be recovering rapidly. 


VALUE OF ELECTROSHOCK TREATMENTS 


Electroshock therapy is of great 
value in the majority of depressions, 
but should be undertaken only by 
those well trained in its use. In mild 
depressions this is sometimes given 
in the psychiatrist’s office or in a 
hospital, and shortly thereafter the 
patient returns to his home. Such 
practice is considered questionable 
by most psychiatrists. 

Whether a depressed mood is 
secondary to another disorder or a 
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“true” depression is present, the pa- 
tient should be placed in the most 
neutral environment possible. Usu- 
ally this is not his home. He should 
be protected against such annoy- 
ances as would increase the depres- 
sion. Visits by relatives and friends 
who make futile attempts to cheer 
up the patient or give ill-considered 
advice on how to “snap out of it” 
do more harm than good. Probing 
or investigative psychotherapy 
should be avoided. Interviews with 
the physician should not be too 
long, but during this time all his 
questions are to be answered and he 
is to be made to feel that his illness 
is thoroughly understood. Reassur- 
ance that mood disorders run their 
course and that the concomitant 
physical complaints are only a part 
of the emotional state is the foun- 
dation stone upon which the psycho- 
therapy is built. 


PATIENT-PHYSICIAN RELATIONSHIP 


An insecure patient may react 
with panic or resentment if the 
physician attempts “probing” inter- 
views and insists on penetrating his 
defenses. As the patient improves 
the tactful physician will encourage 
spontaneous confidences from the 
patient, and so obtain valuable leads 
to the sources of his depressive pre- 
occupation, the physician being a 
willing listener. Implicit in the pa- 
tient-physician relationship is a mu- 
tual exchange; the patient gives his 
trust and confidence in the hope of 
receiving help; the physician gives 
reassurance and constructive form- 
ulations which will help the patient 
to meet his problems better day by 
day. With the lifting of the de- 
pressed mood the physician can 
gradually introduce the topics of 
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etiologic importance and begin such 
causal therapy as seems desir: ble, 


ANXIETY 


A group of symptoms encoun ere} 
a few times in my days of general 
practice, and which I did not 2: allf 
understand, is that now know: as 











for hypertension. It should be re- 
membered that anxiety attacks are 
psychological, not physiological, dis- 
turbances. 








the anxiety syndrome or anxiet:’ at. on 
tack. This reaction occurs in peopk§ ~~ 
who rather constantly suffer a pain- 7 
ful uneasiness of mind, a state cf * 
heightened tension, a feeling of un-) 
easiness and of apprehensive ex- a 
pectation. In addition, such persons rf 
are usually subject to acute, terrify. e 
ing, panic-like attacks, lasting from H 
a few minutes to an hour. In these} ? 
attacks the patient suffers from rap- -” 
id heart, palpitation, precordial dis- r 
comfort, nausea, dyspnea, and pro-§ & 
fuse sweating; the pupils are dilated, 
the face flushed, the hands tremu-} 4, 
lous, the patient feels dizzy or faint] ;, 
and often has a sense of impending} ,. 
death. Restlessness is acute and the} 4; 
patient may express beseeching and] _,, 
apprehensive appeals. e 
Questioning will usually disclose} t} 
that persons subject to these attacks} p 
are tense, uneasy, apprehensive peo-f u 
ple with clammy hands and feet, are g 
irritable, complain of not feeling fit; 
worry without knowing what about,} j 
or why, tire easily and complain off ; 
headache, often of the “band aroundf j 
the head” variety. Some of these} | 
anxiety attacks have been mistaken | 
( 











Two phases of an anxiety reaction 
require attention—one the acute 
anxiety attack, the other the anxiety 
neurosis. During the attack the rap- 
id pulse and pounding heart lead the 
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patient to believe he is in a heart 
attack. After an examination of the 
heart and other organs has been 
mace and no physical disease dis- 
covered, the patient should be con- 
fideatly assured that he has no heart 
disease. Further physical complaints 
sho ild be disregarded and the exam- 
ina ion of the heart not repeated. 
On: should usually refrain from giv- 
ing a sedative drug and the patient 
ad: ised not to call a physician dur- 
ing the attack. The patient should 
no’, through the use of drugs, be 
lec to believe that his pathology is 
physical rather than emotional. A 
few sedatives may be discreetly em- 
plcyed, but only as a crutch to help 
esiablish rapport and to break the 
vicious cycle of fears. 


EXPLANATION OF MANIFESTATIONS 


Psychotherapy begins with the 
entrance of the patient into the doc- 
tor’s office. A long initial interview 
usually instills confidence in the pa- 
tient and points out the prospect of 
relief. Much of the ease with which 
a case will resolve itself depends on 
the rapport established between the 
physician and patient and the early 
understanding which the patient 
gains of himself. With adequate ex- 
amination and explanation the ma- 
jority of anxious patients will be 
able to see the real nature of their 
illness. If the physician will explain 
the relation of the underlying fears 
by giving common examples of vis- 
ceral participation in emotional 
states such as anger, fright or excite- 
ment, the patient will not concen- 
trate his complaint upon the palpi- 
tation, precordial distress, short- 
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ness of breath, weakness and so on. 
These symptoms become under- 
standable .manifestations of emo- 
tions which are common to all hu- 
manity. They are not disregarded as 
imaginary, and therefore not re- 
spectable. When explained as the 
natural physiological concomitants 
of an emotional state, they lose their 
ominous significance as the possible 
forerunners of insanity. 

It will usually be found that many 
factors are responsible for the pa- 
tient’s illness. Situational factors 
dominant in the production of the 
illness must be altered if possible. 
Frequently, the patient must be 
taught to accept inevitable handi- 
caps and to modify his attitude 
toward them so that they are no 
longer active sources of emotional 
conflict. Anxiety states are eminent- 
ly treatable and such simple mea- 
sures as those outlined when used 
with foresight and persistence, us- 
ually give much relief. 


CLOSER UNION OF 
PSYCHIATRY AND MEDICINE 


The increased teaching of psy- 
chiatry in the medical schools is al- 
ways leading to a closer union be- 
tween psychiatry and general medi- 
cine and to mutual benefits, which 
are improving the standards of med- 
ical practice and thereby reflecting 
additional credit upon the medical 
profession. The fact that many gen- 
eral hospitals are opening psychia- 
tric wards is a significant illustra- 
tion of this closer union and of the 
increasing recognition of the wealth 
of psychiatric problems in general 
medicine. 
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ORIGINAL ARTICLE 


An Appraisal of Anti-arthritic Agents 


The advantages outweigh the limitations of 
these suppressive agents when they are used with 
constant vigilence for untoward reactions 


ETHAN ALLAN BROWN, M.R.CS., London, England 


In the treatment of the arthritic 
diseases, the clinician is alternately 
swayed by exhortations to be cau- 
tious and by reports of dramatic re- 
sults with newer therapeutic agents. 
There is no conflict when he is 
aware of some of the complexities 
both of the disease processes and of 
the drugs used in their treatment. 

The arthritides are disorders of 
unknown etiology, which, although 
their symptoms affect the joints 
mainly, are metabolic disturbances 
which involve all of the body. There 
are unpredictable exacerbations and 
remissions. Marked psychogenic fac- 
tors are involved, as well as environ- 
mental influences. The effects of 
diet and stress make the evaluation 


of progress difficult to assess. 

We do not know exactly how the 
chemotherapeutic agents exert their 
effects, why they prove effective 
only in some patients, or why such 
beneficial results are so short-lived. 
A significant number of patients are 
sensitive to each of the effective 
agents; some cause side reactions 
which in certain cases are serious 
and, in a few, fatal. These facts 
challenge the physician to select the 
best drug and the best method of 
managing the patient. 


THE SALICYLATES 


The ability of the salicylates to 
relieve any pain of low intensity is 
well established. The fact that they 
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are not as effective in the treatment 
of the more intense pain of some of 
the more active arthritic conditions 
is attested by the continued search 
for more effective agents. There is 
some evidence that the effects of the 
salicylates may involve stimulation 
of the anterior pituitary with subse- 
quent release of ACTH, and an in- 
crease in the secretion of corticoster- 
oids. In a British study of early 
rheumatoid arthritic patients, the 
response to salicylates was not sig- 
nificantly different from the re- 
sponse to cortisone. 


In gout, salicylates increase urin- 
ary excretion of urates and, in many 
cases, reduce the blood uric acid 
level. Understandably, large doses 
of salicylates have been reported ef- 
fective in the interval treatment of 
patients with frequently recurring 
attacks. 


In acute rheumatic fever, salicy- 
lates have more than an analgesic 


action. They reduce the pain, swell- 
ing and inflammation of the joints. 
However, they do not prevent the 
development and progression of the 
disease process or lessen the cardiac 
damage, subcutaneous nodules or 
chorea. 


REACTIONS 


Salicylates have been used so 
widely and for so long that their 
toxic effects are rarely reported. 
However, aspirin is not an innocu- 
ous drug, and in the sensitive or 
sensitized patient, small amounts 
have led to anaphylaxis shock 
and even death. Sensitivity to aspir- 
in, even in low dosage, has been es- 
timated as from about 0.2 to 2.6%. 
In a series of 200 arthritic patients, 
26% were reported to show GI in- 
tolerance. This higher-than-usual in- 


cidence is possibly related to the 
larger doses used. 

Despite the fact that the pa ienih 
has previously been able to tolerate 
salicylates, sensitivity may ap earf, 
wtihout warning. Massive dose; 0 
salicylates, as used in acute rheuma-§ 
tic fever, have caused many cases off, 
salicylate intoxication, and some fa. 
talities have been reported. 

In addition to minor cases of in-& 
tolerance to the drug, serious centraj 
nervous system effects may include}i 
damage to acoustic and optic nerves, 
convulsions, coma and delirium 
Cushing’s syndrome with glycosuria 
and water and salt retention have 
been reported following prolonged 
use. Respiratory alkalosis may be so 
marked that latent or frank tetany 
may occur. Hemorrhage, particular- 
ly gastrointestinal may follow salicy- 
late administration. 


PROBLEMS OF SELECTION 
AND MANAGEMENT 


In patients with asthma or drug 
hypersensitivity, part of one tablet 
may be sufficient to provoke serious 
allergic symptoms, such as hyper- 
pyrexia, urticaria, erythemata, pul- 
monary edema, anuria and hemor- 
rhage. Caution has been urged in thej 
use of these drugs for patients with 
liver damage, pre-existing hypopro- 
thrombinemia or vitamin K de- 
ficiency, as well as patients in whom 
surgery is contemplated. 


Of course, the symptoms of the 
disease will always return when the 
drug is withdrawn, possibly with a 
rebound phenomenon, the patient 
manifesting symptoms more severe 
than those seen in the pretreatment 
pattern. On the other hand, toler- 
ance of salicylates probably does not 
occur. 
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In the recent Tenth Rheumatism 
Review, the authors, after reviewing 
e | terature, conclude: “The exact 
valu of gold compounds has not 
yet }een determined.” The mode of 
Eaction of these drugs has not been 
estat lished, but there is some evi- 
‘Bence that they affect tissue enzymes 
and alter cellular metabolism. When 
effective, gold salts seem to suppress 
e nflammatory changes in the ac- 
ive stage of rheumatoid arthritis. 
e, do not repair pre-existing 
Baam age. 
The literature contains reports of 
ar <edly different results with these 
omoounds, with as high as 61 per 
ent of the patients greatly improved 
jfor arrested in the most favorable re- 
-fports. A number of investigators 
ave found no significant differences 
(at the end of five years) between 
patients given gold intermittently or 
continuously and those treated by a 
variety of other methods. 


REACTIONS 


The toxic reactions reported range 
from a low of 4.6% up to 100% of 
cases. Fatal reactions, which in 1935 
were reported at 3%, fell in 1945 
to 0.4%, the drop being ascribed 
to smaller dosage and better man- 
agement. 

The most serious reactions are 
hematopoetic disturbances in which 
one or all of the elements of the 
bone marrow may be suppressed. 
Exfoliative dermatitis is not uncom- 
mon and has proved fatal. Ulcera- 
tive enteritis with fatal outcome has 
also been reported, as have other 
mucous membrane ulcerations. Liv- 
er damage may progress to necrosis. 
Renal effects include albuminuria, 
hematuria and nonprotein nitrogen 
retention. 


PROBLEMS OF SELECTION 
AND MANAGEMENT 


Gold should not be administered 
to patients with cardiac, renal or 
hepatic disease, severe diabetes, or 
a history of blood disorders. It is al- 
so contraindicated in chronic skin 
conditions, except for psoriasis. Tox- 
ic effects can be reduced by the use 
of small doses. Bone marrow studies, 
as well as white blood counts, plate- 
let counts and urobilinogen and ic- 
terus index tests, should be done 
routinely. 


In most cases, withdrawal will be 
followed by relapse, but no with- 
drawal symptoms or rebound pheno- 
mena have been reported. After 
withdrawal, improvement with sub- 
sequent courses of treatment is us- 
ually slower and the results not as 
good. 


STEROID HORMONES 


The original report that cortisone 
and ACTH produced rapid and ma- 
jor improvement in rheumatoid arth- 
ritis has been followed by mounting 
evidence of the limitations of these 
drugs in the treatment of arthritic 
disease. The new steroids in some 
respects represent an advance in 
treatment, but they also appear to 
present problems of their own. Cer- 
tainly, their place in the manage- 
ment of the rheumatoid disorders 
has not yet been determined and 
wider and longer experience will be 
required before a judgment can be 
arrived at. The older steroids are 
useful in selected cases, although 
they do not cure the disease, and in 
most cases cannot maintain long- 
term control of the symptoms. 


Patients most suited for steroid 
hormone administration are those 
whose disease is of recent develop- 
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ment (most striking are those cases 
of one year or less), severe, rapidly 
progressing, in whom moderate dos- 
es will control symptoms not con- 
trolled by other modes of therapy. 
In these patients the short-range ef- 
fects will often be dramatic, with 
marked reduction of muscular and 
articular stiffness, aching and joint 
tenderness, and a progressive de- 
crease of inflammation and increased 
motility. Fixed deformity and anky- 
losis will not change. Even in the 
short-term studies, older and more 
severe cases have not shown as good 
results. 


The American Rheumatism Asso- 
ciation’s cooperative studies at 25 
clinics on 432 patients seen for more 
than 3 years showed that in 102, the 
drug was discontinued because of 
untoward effects, while in 65 others 
it was stopped because of remissions. 
Observation on 408 patients at the 
end of 12 months indicated that 173 
had complete or major improvement, 
while 235 had minor or no improve- 
ment. Detailed studies of 26 of the 
252 patients still receiving cortisone 
at the end of 36 months showed that 
1 had Grade I response, 9 had Grade 
II, and the other 16 had Grade III 
or IV response. Holbrook, in a long- 
term study using maximum safe 
doses of cortisone, reports that of 
36 patients, 33 of whom had drama- 
tic improvement at the end of 2 
weeks, only 4 could be maintained 
on cortisone at the end of 3 years, 
and none of these retained Grade I 
or II improvement. 


The effects in rheumatoid spondy- 
litis are reported to be similar to 
those seen in rheumatoid arthritis. 
In osteoarthritis, the results reported 
do not seem to indicate the use of 
these drugs. In gout, these drugs 
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may control acute attacks, but they 
also are capable of provoking tem 
Recent reports do not recommen 
their use unless all other metho ls of 
treatment have failed. Considerable 
variation in response has been re 
ported in rheumatic fever. 











REACTIONS 


In the A.R.A. cooperative study, 
side effects of major significance oc. 
curred in 46% of the cases, includ. 
ing psychoses, peptic ulcer, patho- 
logical fracture, thromboses, fiuid 
retention and glycosuria, as well a; 
the masking of infection. Of the 29 
patients who died during the course 
of this study, in 23—4% of the series 
—death was reported as possibly re. 
lated to cortisone therapy. This in- 
cidence of serious reaction to these 
drugs has been confirmed in smaller 
studies such as that of Toone and Ir. 
by, who, in 35 patients, reported 1( 
cases in which toxic reactions were 
severe enough to require discontin- 
uance of treatment, and 4 deaths, 
“probably the result of cortisone 
therapy.” 
























Early reports indicate that, ex- 
cepting for sodium and water reten- 
tion and potassium loss, the use of 
prednisone and prednisolone is ac: 
companied by the same side reac- 
tions as the earlier hormone. A re 
view of recent reports also indicates 
that mooning of the face, ecchymo- 
tic skin lesions, vasomotor and di- 
gestive complaints occur more fre 
quently and are more troublesome 
with prednisone than with cortisone. 
















PROBLEMS OF SELECTION 
AND MANAGEMENT 





Observers uniformly urge care- 
ful selection of patients and cauti- 
ous management in the treatment of 


arthritis with hormones. ACTH and 
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cortisone should not be given to pa- 
tients with active tuberculosis, pep- 
tic ulcers, or latent mental derange- 
ment. Extreme caution should be 
exercised in the presence of con- 
gestive heart failure or diabetes. 

A long-lasting, if not permanent, 
effect on the physiology of the pa- 
tients is suggested by the phenom- 
ena of refractoriness and the now- 
familiar withdrawal syndrome, and 
finally, long-lasting adrenal atrophy. 
Several cases of post-operative shock 
and death in patients on cortisone 
therapy prior to surgery are pre- 
sumed due to suppression of pitui- 
tary and adrenal function. Patients 
on these drugs may require higher 
doses during periods of stress. 


PHENYLBUTAZONE 


The mode of action of this drug in 
arthritic disease is not established, 
but it apparently does not affect the 
adrenal pituitary relationship, nor 
does it have the broad physiological 
impact of the hormones. In addition 
to its established analgesic action, 
anti-inflammatory effects have been 
demonstrated in both animal and 
human experiments and in clinical 
observation. Recently the use of the 
protein-polysaccharide ratio as an 
objective index of inflammatory ac- 
tivity in rheumatoid arthritis seems 
to confirm the specific anti-inflam- 
matory action of this drug. 

The effectiveness of phenylbuta- 
zone in rheumatoid arthritis in a 
substantial percentage of cases has 
been recorded by many observers, 
and though its short-term effects are 
sometimes not as dramatic as hor- 
mone therapy, longer range studies 
indicate a lower rate of failure with 
phenylbutazone. Relief is frequently 
obtained in patients who do not re- 
spond to other drugs. It has been 
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found useful in long-standing case; 

This drug has been pronounce 
consistently effective in rheumatoid 
spondylitis and Holbrook’s four-yea 
study showed a “dramatically loy 
failure rate.” 

The drug has been studied in os! 
teoarthritis and in a_ substaati 
percentage of patients affordec r 
lief of pain and restoration of func 
tion. The use of the drug in patient 
with this disease is somewhat r 
stricted, to the extent that a sub 
stantial number of such patients ar 
of advanced age. 

In gout, it provides more rapit 
relief in acute attacks than do other 
agents. Recent reports indicate that 
it is frequently better tolerated than 
colchicine. Its effectiveness in chron. 
ic gouty arthritis in reducing the in. 
cidence and severity of acute exacer. 
bations has been reported. Some in- 
vestigators, however, do not favor 
this long-term usage, but Kuzell and 
Smyth and Huffman and others re 
port on successful management o 
patients on doses as low as 100 mg 
per day. 


REACTIONS 












































































Instances of major and minor tox- 
icity has been recorded since the 
drug first became available. With 
the reported use of phenylbutazone 
in this country alone representing 
the equivalent of 100 million patient 
days, on the arbitrary assumption 
that the patients averaged one year 
of therapy each, this could represent 
more than 3 million patients. (Com- 
parable figures are not available for 
the other anti-arthritics discussed.) 
In the light of this experience, it is 
now possible to evaluate the signifi- 
cance of the reported toxicity. 

If major and minor reactions are 
included, the incidence of reactions 





















noted with phenylbutazone would 
seen: to be 40%. Bunim’s recent re- 
view concludes that 12% had to dis- 
.fcont nue therapy. Frequently this 

occurs because of persistent abdom- 
inal discomfort, without lesion. 


However, reported incidence of 
reactions varies widely. This has 
ef pronipted the British Medical Jour- 
nal to comment: “It seems probable 
that the variation in the incidence of 
toxic symptoms is a reflection of the 
difference in the observers or in the 
&con litions of observation.” Others 
have emphasized too high dosage 
and the factors of age and general 
conditions of observation.” Others 
to ‘he reaction rate. 


The more serious reactions report- 
fed include agranulocytosis, peptic 

‘Bulceration, and exfoliative dermati- 
‘rf tis. In rare instances, hepatitis and 
‘| thrombocytopenia have been ob- 
served. Mauer has recently reviewed 
the fatalities reported in the world 
literature. Reference to the original 
reports cited indicates that the mar- 
gin of safety has been minimized 
and the toxic potential exaggerated. 
In some of the reported cases, the 

responsibility of phenylbutazone was 
‘| dubious, while in others gross over- 
dosage and patient senility appeared 
to be causative factors. 


In any case, the number of true, 
confirmable toxic reactions to this 
drug should be related to its wide 
use, and to the confirmed reaction 
rates to alternative drugs. In this 
connection, Wornom and Swineford, 
comparing experience with various 
anti-arthritic agents in their own 
clinic, state that the literature on 
fatal toxicity of phenylbutazone in- 
dicates that the “figures compare 
favorably with the 2 deaths and 20 
violent alarming anaphylactic reac- 


tions from aspirin and the 11 deaths 
from cardiovascular accidents in 175 
cases while taking cortisone.” 


PROBLEMS OF SELECTION 
AND MANAGEMENT 


Phenylbutazone is a potent agent 
and its use involves the same careful 
selection and observation of patients 
required by any potent drug; cer- 
tainly the previous discussion proves 
that no less care is warranted than 
with cortisone or gold. 

It must be used cautiously in old- 
er or debilitated patients, especially 
those with a history of renal or hep- 
atic impairment. It is contraindicat- 
ed in patients with edema or in any 
patient with a history or suggestion 
of peptic ulcer. Particular care 
should be exercised in patients with 
a history of drug allergy or blood 
dyscrasias. In the use of this drug, 
as with any other potent agent, the 
patient must be told to report the 
first signs of sore throat, rash or, 
indeed, any other unusual symptom. 
Complete blood counts should be 
done weekly at first, and then at 
periodic intervals. 

Patients who benefit from the drug 
should be managed on the lowest 
therapeutic dosage which maintains 
the effect, often as little as 100 to 
200 mg. daily. Indeed, one of the ma- 
jor advantages of this agent is that 
tolerance of the drug rarely devel- 
ops, no withdrawal symptoms have 
been reported. 


CONCLUSION 


All of the drugs used as anti- 
arthritic agents (salicylates, gold 
salts, steroid hormones and phenyl- 
butazone) are effective in certain 
groups of patients. Each in greater 
or lesser degree poses problems of 
dosage, schedules, and knowledge of 
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toxicity, allergic reactions and gen- 
eral patient management. All are 
suppressive rather than curative. 

Before using them, the physician 
should thoroughly familiarize him- 
self with their specific advantages 
and limitations, and should maintain 
a constant watch for undesirable re- 
actions. When employed with proper 
safeguards, each has its own sphere 
of usefulness in which the benefits 
to be derived from therapy signifi- 
cantly outweigh considerations of 
possible toxicity. 

With knowledge at hand, the G.P. 
can choose for his patient the drug 
which will do the most good and the 


Caudal Analgesia 


Caudal analgesia requires only a 
spinal needle, a 20 cc. syringe, and 
the solution. It is the preferred anes- 
thesia for most anorectal surgery. 

One can readily palpate the two 
sacral cornua as blunt projections 
on either side of the inferior aper- 
ture of the sacral canal, a depres- 
sion between the cornua. 

Technique: Infiltrate the skin 
overlying the sacral hiatus with 1 or 
2 cc. 1.5% Metycaine, using a 2 cc. 
syringe and fine needle. 

Pass a 2-inch needle, or a spinal 
needle, through the skin in the mid- 
line space between the sacral cor- 
nua, into the hiatus. Resistance of 
the membrane will be obvious. 

The needle point soon contacts 
bone after piercing the membrane. 
Lower hilt of needle, point advanced 
into the sacral canal. No further than 
the level of the vertebra. 

Remove stylet and look for blood 
or spinal fluid. Attach a syringe and 
withdraw looking again for blood 
or spinal fluid. If all is clear, inject 
10 cc. of 15% Metycaine. Wait 10 
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least harm, for the longest period of 
time. Auxiliary methods of treat. 
ment, such as physiotherapy anc cor. 
rection of dietary  indiscre’ ions 
should also form part of the tveat. 
ment schedule. 
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min., ask patient to wiggle his toe 
or raise his legs. If the needle has 
punctured the dura mater, and low 
spinal analgesia has been produced, 
he will be unable to do so. If the 
needle is properly placed, there is 
no interference with motor function 
in the lower extremities. 

Test for skin analgesia with a 
hypodermic needle in the perianal 
area, comparing left and right. 

Usually an additional quantity of 
Metycaine will be required. Inject 
2 cc. Wait 3 min. and test again. The 
sphincter muscles relax, the anus 
become patulous and everted, and 
lastly the skin becomes anesthetic. 

Usually an additional 4 cc. will be 
required, making a total dosage of 16 
ce. 

The previously recommended 35 
to 53 cc. of solution is far in excess 
of the usual requirement. 

There is little danger of respira- 
tory or circulatory trouble if the 
dosage is minimal. 
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A-gentaffinoma - Its Probable Significance: 


Suggestions for Diagnosis and Therapy 


A comprehensive survey of the 
literature, recent experiments and discoveries 
that apply to carcinoid tumors 
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Scandinavian workers!:?:3:4 
brought to attention the clinical rela- 
tionship of argentaffine (carcinoid 
tumor) of the intestines with recur- 
rent evanescent cutaneous vasomotor 
symptoms, and pulmonary valvular 
stenosis; some of the cases also re- 
vealed right heart endocardial thick- 
enings and tricuspid stenosis. 


They point to the significance of 
5-hydroxytryptamine, a chemical 
substance, as the etiology of the so- 
called triad. This substance has been 


|. Thorson, A., Biorck, G., Bjorkman, G., Walden- 
strom, J., Am. Heart J., 47:795, 1954. 

2.Waldenstrom, J. & Ljungberg, E., 
Larkartidningen, 50:690, 1953. 

}. Biorck, G., Axen, O., Thorson, A., Am. Heart J., 
44:143, 1952. 

1. Ljung, O., Nordsk Med., 50:1143, 1953. 


Svenka 


extracted from enterochromaffin tis- 
sue and from carcinoid tumor, iden- 
tified, and tested pharmacodynami- 
cally in experimental animals by 
Lembeck.® Masson,®7 indicated that 
carcinoid tissue has endocrine func- 
tion, without having demonstrated 
proof. In 1936, Feyrter and Unna,® 
obtained an adrenalinlike substance 
from carcinoids. In 1938, Feyrter,® 
clarified the understanding of the 
endocrine function of these cells. 
Rapport, et al., in 1948,!% iso- 
"5. Lembeck, F., Nature, London, 172:910, 1953. __ 


i. oa P., Compi. rend. Acad. Sc., Paris, 158:59, 
1914. 
7. Masson, ?. et Berger, L., La Neurocrine, Compt. 
rend. Acad. Sc., Paris, 176:1748, 1923. 
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lated serotonin from the serum of 
hypertensive patients which he 
found to have vasoconstrictor pro- 
perties. It was later identified to be 
5-hydroxytryptamine. In 1951, Ham- 
lin and Fischer,'* were able to 
synthesize this substance and to 
prove that it was identical to sero- 
tonin and enteramine. 


Erspamer'*:!* isolated enteramine 
from gastrointestinal enterochromaf- 
fin tissue and also from octopus sa- 
livary glands. Erspamer and Asero! 
identified enteramine as 5-hydroxy- 
tryptamine histochemically, chromo- 
tographically and spectroscopically. 


ANIMAL EXPERIMENTS 


Lembeck* extracted carcinoid tu- 
mor tissue and obtained 5-hydroxy- 
tryptamine. He found it pharmaco- 
logically active, stimulating intes- 
tines of rats, guinea pigs and rabbits. 
They also developed flushing after 
injection. Lembeck states, “that his 
experiments corroborate Erspamer’s 
assumption of the origin of 5-hy- 
droxytryptamine from the entero- 
chromaffin cells and also support 
Feyrter’s views on the unity and sig- 
nificance of the enterochromaffin 
cells as an endocrine organ.” 


Reid and Rand'® found in animal 
experiments that 5-hydroxytrypta- 
mine raises the blood pressure and 
caused pulmonary hypertension, al- 
so contraction of smooth muscle. In- 
tracutaneous inoculation of this sub- 
stance caused venous spasm and con- 
gestion at site of the injection. 
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VASCULAR SYMPTOMS 


In 1953, Waldenstrom and Lj ing. 
berg? astutely observed and clinical. 
ly correlated the relationship of gas. 
trointestinal carcinoid with vas«mo- 
tor symptoms. Ljung* in the same 
year reported on the occurrence of 
intense facial hyperemia associ:ted 
with carcinoid tumors. 


Thorson, et al' described 9 cases 
of carcinoid tumor of the intest:nesffi 
in which patients manifested symp- 
toms associated with seemingly non- 
inflammatory pulmonary valve sien- 
osis. They cite seven other such pub- 
lished cases with this syndrome. One 
of their cases at post-mortem re 
vealed “teleangectasis of the precap- 
illary arterioles and of the postcapil- 
lary venules.” Among some of the 
unusual vascular manifestations in 
these cases were cutaneous flush and 
cyanosis. Their report emphasizes 
the important vascular cutaneous 
symptoms associated with carcinoid 
of the small intestines with concomi- 
tant lesions of the right heart and 
pulmonary valve. 


Isler and Hedinger ' suggest that 
the occurrence of right side heart le- 
sions associated with intestinal car- 
cinoid tumors with metastases are in 
some manner pathologically asso- 
ciated and constitute a “syndrome”. 

Up to this point, it is difficult to 
make a clinical diagnosis of carcinoid 
tumor of the gastrointestinal tract 
unless it is complicated by a palpable 
mass or intestinal obstruction and 
is only recognized at surgery or post- 
mortem. 


In clinical cases manifesting such 
symptoms as vasomotor flushing, 
transient flush, cyanosis, hyperten- 
sion, pulmonary valvular lesions 


17. Isler, P., Hedinger, C., Schweiz. Med. Wcehsclir., 
83:5, 1953. 
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md recurrent diarrheas, (in which 
[infection has been ruled out) the 
Fposs bility of carcinoid tumor of 
the ‘ntestine as the cause should be 
considered. There may be many 
such cases etiologically undiagnosed 
which give rise to these symptoms. 


FLUSHING 


Ir a recent preliminary communi- 
cation Pernow and Waldenstrom!'*® 
indicated that they “have been able 
to demonstrate the presence of sub- 
-Estarces resembling 5-hydroxytryp- 
-Btamine (enteramine, serotonin), in 
the blood and urine of two patients 
wit carcinoid tumors, only during 
attecks of flushing.” They also ex- 
plain their method of identification 


il- fof 5-hydroxytryptamine. It is stated 


tha: the flushing recurred in the two 
patients after extirpation of the car- 
cinoid, implying that there were 
probably metastatic lesions, the lat- 
ter continuing to discharge the po- 
tent endocrine 5-hydroxytrypta- 
mine. Clerc-Bory, et al.'® found 5- 
hydroxyindole acetic acid as end 
product of the 5-hydroxytryptamine 
in the urine. A simple urine test to 
identify 5-hydroxytryptamine in 
urine has recently been suggested by 
Sgoerdsma et al.?° 

The clinical syndrome and quanti- 
tative determination of the presence 
of excessive amounts of 5-hydroxy- 
tryptamine in the blood and urine of 
patients suspected of carcinoid tu- 
mor is a remarkable advance in 
diagnosis of that lesion. This sub- 
stance is thus proved to be the com- 
mon denominator in the triad of 
carcinoid tumor of the intestine, 
vasomotor symptoms as flush and 
cyanosis and pulmonary valvular 
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stenosis. The latter, we believe, is 
the result of pulmonary hyperten- 
sion, in accordance with the experi- 
ments and observations of Reid and 
Rand", 

In 1914, Gosset and Masson?! 
demonstrated that the chromaffin 
cells are argentophile. Masson* 7?" 
also indicated that these cells of the 
intestine have endocrine function. 

After critical consideration of this 
subject we offer the suggestion that 
it is within the realm of possibility 
that a properly prepared radioactive 
silver isotope might be taken up by 
carcinoid tumor cells in vivo. Analo- 
gous to the iodine affinity of the cells 
of the thyroid gland and the use of 
the isotope I'*!, we wish to indicate 
the possible parallel of the carcinoid 
cells for silver; although it is not a 
normal content of the cells, the 
affinity of the cells for silver has 
been known for many years. There- 
fore a radioactive isotope of silver 
may be of diagnostic and therapeutic 
value in such cases. 

Komei Nakayama" has developed 
a minute Geiger counter that can be 
swallowed. He used it to detect eso- 
phageal malignant tumor which ab- 
sorbed previously administered iso- 
tope P**. A tracer method utilizing 
the absorption of radioactive silver 
for the early detection of argentaf- 
fine tumors appears to us entirely 
feasible. 

This phase of action of potent 
chemically active elaborated and se- 
creted substances by neoplastic tis- 
sues seems to open a new vista of 
possibilities in solving the etiology 
of many unexplained pathological 
biological lesions, such as possibly 
lupus erythematosus, etc. 


21. Gosset, A., 

237, 1914. 
22. Masson, P., dnn. d’ Anat. path., 1:3, 
28. J. Int. Coll. Surg., 54:98, 1955. 





Masson, P., Presse Med., Paris, 22, 


1924. 
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SUMMARY diagnosis of carcinoid tumor o* the 



















1. There exists a syndrome of car- intestine is available. 
cinoid tumor of the intestines, 4. Attention is called for the blood 
vasomotor symptoms, with vascu- and urine analysis for detecticn of 
lar changes and pulmonary valvu- 5-hydroxytryptamine in ase; 
lar lesions. manifesting the described symp. 
2. Lembeck isolated 5-hydroxytryp- toms which may be due to ear. 
tamine from a carcinoid tumor of cinoid tumors. 
the intestine and found it to be 5.A radioactive silver isotope is sug. 
pharmaco-dynamically active in gested for those cases for therapy 
experimental animals. and possible diagnosis, bec: use 
3.To date no clinical method for carcinoid tumors are argentopluile 
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Resistance to Tuberculosis 

















As one reviews the literature on to “tuberculous disease.” At least 5 
tuberculosis one keeps wondering conditions seem to have a direct 
why the infection is so well con- bearing on such a change: starva- 
trolled in most human beings who tion; gastric resection; cortisone ad- 
receive T.B. into their bodies, and Ministration; diabetes; and puberty. 
what brings about an active process Is there 7 common factor in these 
in a certain proportion of cases, conditions? 2 
changing “tuberculous infection” in- King, D. S., New England J. Med., 252:135-140, 
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DL METHIONINE IN GRANULAR FORM 
FOR BETTER DISSOLUTION 
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In a series of more than 500 cases of napkin dermatitis w 

treated with METIOGRAN, treatment was successful in sh 

from 3 to 10 days in all but 3 cases. M 

For infants up to 1 year old, 1 teaspoonful METIOGRAN Ca 

Trial daily, equivalent to 3 grains (0.2 Gm.) methionine. For 01 

children 1 to 2 years old, or in stubborn cases under 1 year f 

supply old, 2 teaspoonfuls daily, equivalent to 6 grains (0.4 Gm.) é 
methionine. Stir gently in formula or milk. METIOGRAN 

on is soluble, palatable and stable. It mixes readily in the th 


daily formula or milk ration. 
request 


METIOGRAN is supplied in bottles containing 30 Gm. 


LOBICA-DEBRUILLE, Inc. - 







CRMC Ce kk 





130 CLINICAL MEDICINE, February, 1956 





ORIGINAL ARTICLE 


Ear, Nose and Throat Emergency Room 
Procedures 


The principles governing treatment of 
the emergency conditions frequently encountered 
are given in detailed descriptive terms 


RUSSEL G. MEANS, M.D., Columbus, Ohio 


A staff man should be called by 
the intern or resident in every seri- 
ous or complicated case; certainly 
a consultant, if requested; or the 
personal physician notified. Give 
every advantage to the patient and 
share the responsibility promptly. 
Many emergency hospital and office 
cases end up as private, industrial, 
or legal. Remember scars on the 
face are very disfiguring. 

Here are three cardinal principles 
that should always be followed: 

1. Prevention of damage to these 
important sensory organs. 

2. Treatment early and thorough 
if injured or invaded. Treat ade- 
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quately or refer to a specialist early. 

3. Restorative measures following 
an attack. Injury or disease may re- 
sult in chronic debilitating, irrever- 
sible pathological states. 


IN RELATIVE ORDER OF FREQUENCY 


Sore Throat, Tonsillitis, Pharyngi- 
tis, Laryngo-Tracheitis. Suspect 
scarlet fever or diphtheria, especial- 
ly if there is a membrane. Quinsy 
may follow tonsillitis (incise if in- 
dicated), prescribe aspirin, warm 
gargles and ice externally. If severe, 
use antibiotics, but always inquire 
concerning sensitivity to drugs pres- 
cribed. 
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“Cold,” Sinusitis—Upper Respir- 
atory Tract Infection. Headaches, 
stuffy nose, pain; may be acutely ill 
with or without a discharge of pus. 
Use neo-synephrine or privine drops 
with head upside down to shrink the 
nasal membrane which facilitates 
drainage of the sinuses. Bed rest, 
elevate head, steam, hot compresses, 
sedatives with antibiotics, if severe, 
establish drainage. Refer or admit 
to the hospital if serious. : 


Earache. Foreign bodies in the 
ear canal removed—such as impact- 
ed cerumen, debris or pus; seeds will 
swell; trauma with bleeding oc- 
cludes the canal. Complete removal 
by irrigation or mechanical methods. 
Otitis externa or “fungus” are 
mostly mixed infections. Get all the 
pus and debris out of the canal. Dry 
thoroughly by swabbing, then have 
the patient do this 3 id. 


Always use alcohol- or glycerine- 
base drops, as dehydration is essen- 
tial. Phenol 5% in glycerine is al- 
ways Safe in the ears. In furunculosis 
insert a wick or pack and keep moist. 
If the infection extends, use systemic 
antibiotics, sedatives, even opiates 
and refer. In acute otitis media give 
large doses of antibiotics and ade- 
quate analgesics; incision of the 
membrane is seldom necessary. Heat 
externally, 5% phenol in glycerine 
drops. Treat the nose and throat. 
Early and sufficient antibiotics pre- 
vent mastoiditis. 


Nosebleed. Have a proper light, 
instruments, suction and use local 
anesthetic. Check blood pressure; in 
hypertensives, the blood loss is 
beneficial but causes apprehension. 
Limit the use of adrenalin. Locate 
the bleeding point, then use actual 
cautery; if point can be located and 
necessary to put in a postnasal plug, 


132. CLINICAL MEDICINE, February, 1956 












use following technique. 





Make a firm cotton cone, 1 in 
across the base, and run a stiong 
thread through and around it. Te it 











































































































































lean forward, or recline in_ bed 
propped up on his side, with chin 
down. This keeps blood from run- 
ning down the throat. The new oxi- 
dized cotton and gauze are diffi- 
cult to remove. Packing to control, 
without actual cautery to the bleed- 
ing site, is palliative and frequently 
ineffectual. If packed, the patient 
should be referred to a specialist. 
Admit to the hospital if bleeding is 
not controlled or if there are signs 





firmly, leaving 12 in. of string at 
both ends. Pass the tip of a catheter§ the: 
through the bleeding nostril down {" 
the pharynx, and bring it out the§ SU: 
mouth using a forceps. Tie the st: ing} the’ 
attached to the. small end of plug tof YY - 
this end of the catheter. Then pull C 
catheter, with string attached, back§ tre: 
out through the nostril, guiding the § con 
plug with a hemostat, via the mouth, § ar: 
into the nasopharynx. With a finger § hi; 
force the plug tightly into the pos-§ us 
terior nostril at the same time pull-§ stz 
ing on the string anteriorly. If the § tit 
cotton cork-like cone is of proper} ph 
size it will not block the eustachian } ca 
tube or the other nostril. The end of } tic 
the string hanging out of the mouth J tr: 
will be better tolerated if it is cut} ar 
off 1 in. below the palate. When re- } th 
moving the plug this short end may § cc 
be grasped by a hemostat pulling § a: 
down and pressing backwards on it 
with the finger. Then pack the nos- F 
tril anteriorly with vaseline gauze or b 
gelfoam. Leave in 24 to 48 hours. J , 
Ninety-five percent of spontane-§ e 
ous nasal bleeding is on the anterior § © 
nasal septum. A patient can fre-§ t 
quently pinch the alae pressing them J i 
against this bleeding area. He should § | 
( 
| 













of -xhaustion or shock. Take blood 
pressure, blood count and hemoglo- 
bin Transfusion is sometimes ne- 
ces sary. 

lacerations or Wounds. Cleanse 
‘thcroughly, then remove all debris, 
for2xign bodies and macerated tis- 
sue. Subcutaneous approximation, 
then dermal or fine silk meticulous- 
ly n skin. Remove sutures early. 


Croup can be Acute Laryngo- 
trecheitis with Edema. It is more 
common in children and more cases 
are seen along the coasts. It has a 
hich mortality rate. Take a culture; 
us? steam and oxygen, etc. Call a 
steff man. If streptococcic, force an- 
tikiotics. If diphtheria, antitoxin 
plis penicillin. In poliomyelitis 
cases or any laryngeal obstruc- 
tion don’t hesitate to do a 
tracheotomy to provide an airway, 
and so mucus can be sucked out of 
the bronchi. These cases demand 
constant special nurses, instructed 
as to suctioning, etc. 


Laryngeal Obstruction or Foreign 
Body in throat, larynx, ‘trachea, 
bronchi or esophagus (peanut, bean, 


coin, toy, bone, etc.,) is a grave 
emergency. Call an endoscopist. No 
opiates. In dire emergency a swift 
tracheotomy can be done by extend- 
ing the head backwards, grasping 
the larynx and inserting a pen knife 
or scalpel crossways into the trachea 
in the midline between the lower 
laryngeal border and the cricoid (no 
large vessels in this area); spread 
the incision with a hemostat, then 
use suction or turn on face to keep 
blood out—oxygen, antibiotics, cold 
steam. As soon as time permits do 
a routine tracheotomy inserting a 
tube. Report to an E.N.T. man. In- 
tubation is obsolete. In case of a 
home emergency: If a baby chokes 


on a curd or a foreign body, hold up 
by heels, shake and try to remove 
with finger. The “baby smothered 
to death in bed” reports are usually 
false, as most frequently it is a rap- 
id virus, pneumonia, meningitis, etc. 


Postoperative Tonsil and Adenoid 
Hemorrhage. Clean out clots with 
sponge impregnated with powdered 
tannic acid. Don’t use caustics. In- 
filtration with novocain may con- 
trol. Adrenalin may help temporar- 
ily but, due to secondary vasodilita- 
tion, hemorrhage may recur. If 
adenoid bleeding, pack the postnasal 
region. If indicated give supportive 
treatment. Call a responsible E.N.T. 
surgeon if serious. Note: A secon- 
dary anesthetic is very dangerous, 
omit if at all possible. Local anes- 
thesia is safest. Consider bleeding a 
dangerous complication. The loss of 
'% pint of blood by a 30 Ib. child is 
equal to 4% pints in a 150-Ib. adult. 
Plasma and transfusions are lifesav- 
ers in shock and blood loss. Control 
the bleeding point surgically. 


Fractured Nose. An x-ray picture 
may be legally advisable even with 
evident displacement of the bones 
and crepitus; however, the fracture 
may not show in the x-ray. Put 
cotton in nose to stop bleeding 
and/or press the alae together. Call 
consultant. If you cannot reset and 
realign the nasal bones by elevation 
intranasally, a cocaine tampon on a 
metal applicator is inserted under 
the bridge up to the frontal region. 
Proper reduction will prevent dis- 
figurement and reduce the need for 
secondary restorative surgery. Ex- 
ternal adhesive is of no value. Hema- 
toma of Septum—fills the vestibule 
of both nares becoming pus in a 
few days causing fever and local 
swelling. It must be incised along 
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the septum (local), inserting a drain 
and packing both nostrils to col- 
lapse; give an antibiotic. Remove 
packing in 24 to 36 hours. 

Foreign Body in Nose. Visualize 
with a good light, restrain by wrap- 
ping child in sheet. Bend a hook on 
end of a metal applicator then pass 
it along the septum above and be- 
hind the object, hooking it out. 

Dislocated Jaw. Press down with 
thumbs far back on lower molars, 
tilt the chin up and reduce back- 
wards. 

Fractured Mandible, Mazxilla, Pal- 
ate, Orbit, Zygoma or Combinations. 

All are E.N.T. cases; x-ray, give 
first aid, get help. These should only 
be secondary dental or plastic surg- 
eons’ cases. Fractured facial bones 
are best handled by those who un- 
derstand the nasal passages and the 
sinuses. Depressed facial bones must 
be elevated, usually by an internal 
route, to realign and get a cosmetic 
as well as a functional result. 

Acid or Caustic Burns—of mouth 
or swallowed; gavage with caution 
using water copiously. Neutralize 
acids with soda bicarbonate; alkalis 
with vinegar water or dilute acetic 
acid, etc. Later oil. Supportive treat- 
ment. Stenosis may follow. Refer. 

Boil on Upper Lip or Ala of Nose. 
Do not traumatize—get advice and 
refer to E.N.T. service; may go up 
naso-ophthalmic route causing cav- 
ernous sinus thrombosis and death. 
If uncomplicated removed scabs, ap- 
ply heat and give antibiotics. If lo- 





calized drain. Keep moist cot‘on 
pledget in ala. 

Fractured Skull. If this is a po:si- 
bility and with blood in the ar 
canal, do not wash it out as may 
cause an ascending infection to “he 
brain. Put a sterile cotton plug in 
outer canal and let seal off. [ry 
cleanse later. Usual general me«a- 
sures and watch closely for int:a- 
cranial complications. 

Comatose Patient. Examine jor 
trauma, brain complications as ccn- 
cussion, fractured skull, intracranial 
bleeding, cerebral accident, also 
drugs or poisons, alcohol, diabetic 
coma, insulin shock, uremia, sun 
stroke or heat prostration, epilepsy, 
anaphylaxis or serum shock—may 
have had a “shot,” an antibiotic or 
tetanus antitoxin, etc. When giving 
serum always test first for sensitivity 
(antidote, adrenalin). In acute pul- 
monary edema, check heart, etc., 
could be allergic. In such an emer- 
gency, blow rhythmatically into 
mouth holding the nose, thus giving 
positive pressure until a respirator 
is available. Use oxygen plus atro- 
pine, adrenalin, etc., with artificial 
respiration. 

With evidence of meningitis or a 
brain infection in a case with deter- 
mined chronic otitis media and mas- 
toiditis or a chronic sinusitis, a sur- 
gical approach via the mastoid or 
sinuses by an otolaryngologist be- 
comes imperative. 































Originally appeared in the Ohio State Medical 
Journal, 51:531-33, 1955. Editorial modification 
with the permission of author and the Journal. 
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ORIGINAL ARTICLE 


P astic Planing or Dermabrasion of 


Acne Scars and Other Skin Defects 


This treatment does not require 
hospitalization and has proved effective 
for removal of most cosmetic defects 


A. J. REICHES, M.D.,* St. Louis, Missouri 


Plastic planing or dermabrasion is 
the most recent approach for treat- 
ment of acne scars and similar skin 
defects. This procedure, a modifica- 
tion of the original technique de- 
veloped by Kurtin, is with many 
dermatologists the method of choice. 
Prior to its development, the sand- 
paper method, first instituted by 
Iverson in 1947, was the only really 
valuable procedure for the treat- 
ment of such defects. The plastic 
planing treatment has distinct ad- 
vantages over the sandpaper abra- 
sion — no hospitalization is required, 
one can more easily control the 


* From the Department of Dermatology, Division 
of Medical Services, Jewish Hospital of St. Louis. 
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amount of abrasion with this planing 
procedure, and silica granulomas, 
are not a hazard. 

Plastic planing has been used for 
over 6 years and is effective for the 
correction and diminution of pitted 
scars, whether due to acne, chicken 
pox or smallpox. It can be used to 
treat keratoses — senile or seborr- 
heic — and to improve wrinkles. 
Keloids can be planed down, but in 
these cases roentgen therapy must 
also be used. It can be of aid in some 
cases of burn scars. 


COMMENT 


Unsightly scars often contribute to 
varying degrees of emotional dis- 
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turbance. The Ebers Papyrus, the 
oldest medical document in exist- 
ence, prescribed an abrasive to 
smooth the face. Modern dermabra- 
sion or plastic planing was ushered 
in by Kromayer in 1905. Burrs and 
tiny cylindrical knives powered by 
dental motors was the method used 
but it never became very popular. 
Cryotherapy with CO., introduced 
by Karp et al. in 1939 and modified 
by others, was used by many derma- 
tologists but was never a very effec- 
tive treatment for acne scars. It was 
painful and often a waste of time and 
effort for both the patient and physi- 
cian. The first really effective meth- 
od was introduced by Iverson in 
1947 when, under general anesthesia, 
he used 00-0 sandpaper, wrapped 
around a 3-inch roll of gauze band- 
age for the removal of traumatic 
tattoos of the face. This method was 
then used by McEnitt for the level- 
ing of acne pits. He modified Iver- 
son’s sandpaper treatment by using 
motor driven abrasive discs for 
lesions in facial contours inaccessible 
to the sandpaper. In 1952, the late 
Dr. Abner Kurtin’ reported on the 
use of surgical or plastic planing of 
facial scars at a meeting of the New 
York Mount Sinai Hospital Derma- 
tological Section, and the technique 
of dermabrasion or plastic planing 
now used throughout the country is 
based on the process which he had 
developed. He designed the basic 
equipment as well as the technique 
used by most physicians. 


IMPROVED ANESTHESIA 


One of the most important modi- 
fications of the Kurtin technique 
now used by us and many other der- 


i. Kurtin, A., 
1953. 


drch. Dermat. & Syph., %98:389-397, 
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matologists was Luikart II, Ayres 

























































































III, and Wilson’s? replacement of § alc 
ethyl chloride local anesthetic by § sh 
dichloro-tetrafluoro-ethane, (D -T- 
E). Ethyl chloride is inflamma le, § “* 
explosive and toxic and may Case 
spasm of the muscles of the face <nd pl 
neck and respiratory obstruction. § ¢ 
D-T-E is non-toxic, non-inflamria- 9 
ble, non-explosive and does not heve § y 
general anesthetic properties; its ap- J, 
plication is simpler and it does not f 4 
require the use of a blower. So ‘arf , 
there have been no untoward results p 
from its use. t 
PREPARATION BEFORE PLANING 
Having relaxed the patient with § ‘ 
Demerol, 50 to 100 mg., or a fast- J * 





acting barbiturate, the planing pro- 
cedure should be painless if properly 
done. Before the planing the follow- 
ing steps are taken. The scars are 
painted and outlined with 1% gen- 
tian violet; this facilitates our check- 
ing the depth of the planing. Ice 
packs, which have been kept in a 
freezing compartment or a deep 
freeze, are applied to the area to be 
planed for 20 to 40 min.; the parts 
to be treated are blocked off in areas 
of 2 to 3 sq. in. The skin is then 
sprayed with dichloro-tetrafluoro- 
ethane until the area is frozen solid. 
The dichloro-tetrafluoro-ethane acts 
not only as a local anesthetic but it 
solidifies the skin to such an extent 
that the planing is easier. One is now 
ready to start the planing. .After one 
area is planed sufficiently it is cov- 
ered with gauze and in similar 
fashion an adjacent area is abraded. 
We make a point to overlap each 
area that is planed to produce an 
even result. To avoid sharp delinea- 




























































2. Wilson, J. W., et al., Arch. Dermat. & Syph., 
71:523, 1955. 











February, 1956 





tion it has been found that the areas 
along the angles of the jaw and chin 
shculd be planed more superficially. 


AN’ IBIOTIC DRESSINGS 


/.fter the operation has been com- 
pleted and frank bleeding has been 
stooped the areas are covered with 
gaze pads which are attached to the 
skin with scotch tape. We have 
recently added 1% hydrocortone to 
the spectrocin, neomycin or erythro- 
m:'cin ointment which is used for a 
pe ‘iod of two to three days following 
th: dermabrasion. (Previous to the 
operating procedure tests for sensi- 
tization to these medications are 
dene.) The patient is told to change 
these dressings at least three times 
a Jay and to use hot or cold applica- 
tions on the areas planed. Sometimes 
saturated solution of boric acid is 
used instead of the water packs. As 
scon as the oozing is stopped the pa- 
tient is instructed to leave the opera- 
tive sites undressed. Each patient is 
given either a sedative or mild anal- 
gesic to use during the first night. 
In seven to ten days the crusts have 
completely separated, and the treat- 
ed skin is red and in some cases 
scaly. Immediately following the 
planing a burning sensation is usual, 
which abates in 20 to 30 min. under 
cold packs to the treated areas. The 
operative sites are then dressed and 
the patient goes home. In 48 hours 
the oozing stops and crusts form. At 
this time the patient stops dressing 
the dermabraded spots. At the end 
of some 10 days the crusts have 
separated and the planed skin is soft, 
pliable and not scarred. 


The Kurtin Plastic Planer is a fine 
stainless steel brush, 1.9 cm. in di- 
ameter and 0.238 cm. thick. Each 
strand of steel wire is slightly curved 


in the direction of rotation. The 
brush is attached through a flexible 
hand-piece. The motor (1/12 H.P.) 
rotates 12,000 times per minute. 
Many plastic planings, probably 100 
or more, are needed before develop- 
ment of the right sense of security 
and proper dexterity. 


SIDE-EFFECTS 


The erythema which follows the 
planing may disappear within a 
week after the crusts have separat- 
ed; in some few cases it lasts over 6 
weeks. In the case of a reddish blond 
patient it lasted over 2 months. 
Robinson*® has reported an experi- 
ence with a diabetic whose erythema 
persisted longer than 6 weeks. In 
susceptible individuals the reddened 
area will become hyperpigmented 
similar to that following sunburn. 
This eventually disappears and can 
be helped by the use of Benoquin 
ointment. Patients are told to keep 
out of the sun for 3 weeks. Three of 
our patients have lost some pigment 
over the treated areas. If a large 
area is planed on the forehead or 
around the eyes, there may be con- 
siderable edema of the eyelids. This 
can be easily controlled with ice 
packs. Small milia have occurred in 
25% of our cases following 3d or 4th 
planing, from plugging of the se- 
baceous glands by destruction of 
their draining orifices. These either 
disappear or are opened with a fine 
scalpel. Secondary infection of the 
face has not been a problem. In only 
one case was an antibiotic needed. 
The end result in this case was very 
good. Rare cases of hypertrophic 
scarring must be watched for. 

It takes from 2 to 4 planings to get 
optimum results, and even further 


$. Robinson, M. M., M. Ann. District of Columbia, 
24:17-22, 1955. 
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planing is needed in some cases. The 
improvement following plastic plan- 
ing appears to be better than that 
which was obtainable by any pre- 
viously used method. In a survey 
conducted by Rein and Blau,* 97 
physicians with a total of 2,207 cases 
felt that, with a few exceptions, the 
results were extremely satisfactory. 


The cosmetic defects which are 
amenable to the plastic planing or 
dermabrasion procedure are as fol- 
lows: 


1. pitted scars 


4. Rein, C. R. and Blau, S. J., Dermabrasion of 
Acne Pit, read before the 74th Annual Meeting 
of the American Dermatological Association, 
Inc., at White Sulphur Springs, West Va., April 
14-17, 1954. 








Principles of Fluoroscopic 
Protection 


Upright or vertical units, satisfac- 
tory in most offices, can be pur- 
chased very economically and in- 
stalled in small areas. For protection 
against scattered radiation, the wall 
behind the operator should be at 
least 6 feet away. An expensive tilt- 
ing table should be located in a room 
no smaller than 12 by 14 feet for 
the same reason. 


The operator must know the 
amount of radiation produced by 
the tube. Since no two x-ray tubes 
are exactly alike, this can be deter- 
mined only by direct measurement. 
To be legally valid, calibrations 
should be made at intervals by a 
qualified physicist, preferably one 
certified by the American Board of 
Radiology. Recalibration should be 
performed at least every 2 years. If 
major changes in the apparatus must 
be made or if a new tube is installed, 
immediate recalibration is required. 


A fluoroscope with an output 
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2. hypertrophic and deformed 
scars 

3. nevi 

4. pigmentations 

5.new growths 


SUMMARY 


Plastic planing or dermabrasior is 
dermatological office treatment. Pa- 
tients with large scar areas can “e- 
turn to their normal activities within 
a few days. In simpler cases the )a- 
tient often can return within twen‘y- 
four hours to his regular routine. 
This is a distinct advance, both in 
method and results, over most other 
techniques for treating scars from 
acne and other skin defects. 


greater than 20 r. a min. as measured 
by an instrument on the table top is 
unsafe. 


Injuries from radiation among 
doctors continue to appear with 
alarming frequency. Surveys indi- 
cate that serious effects of radiation 
are more frequent among G.P.s who 
use fluoroscopes than among radio- 
logists. 

Misuse of the fluoroscope may re- 
sult from lack of information or 
from carelessness. Once equipped 
with the basic information regarding 
structure of equipment, use of pro- 
tective devices and safe operating 
methods have been reviewed. The 
physician should develop a healthy 
philosophy concerning the place of 
the x-ray examination in diagnosis, 
and maintain an attitude of vigilance 
for the protection of his patient, his 
office personnel, and himself. 


em, Ill, W. Mississippi Valley M. J, 


H., et al., 
77:189- 193, 1955. 







Diabetes Mellitus 


ORIGINAL ARTICLE 


Misconceptions that are now prevalent 
concerning blood sugar levels, glycosuria, 
diets and adrenal cortical steroids 


JAMES R. HENDON, M_D., Louisville, Kentucky 


The author believes that it might 
be of interest to set down some of 
his thoughts in connection with dia- 
betes mellitus. 

The association of the symptom, 
hyperglycemia, and the protean dis- 
order, diabetes mellitus, is so con- 
stant and so intimate that the two 
are frequently considered to be 
synonymous. Certain it is that all 
diabetics have hyperglycemia, but 
the reverse is not true. Yet, perhaps 
because of cerebral asthenia, or the 
ever-strengthening influence of the 
conditioned reflex, the stimulus, 
“persistently high blood sugar” 
when applied to some of us produces 
the immediate response, “diabetes 
mellitus,” and our train of thought 
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has left the station on two rails — 
one of which is diet, and the other 
insulin. 

Would it not be better to train 
ourselves to refuse “diabetes mel- 
litus” admission to our minds until 
every possible effort had been made 
to explain hyperglycemia otherwise? 
This would be a process of exclusion, 
investigating, with what means we 
have, the state of function of the 
thyroid, the hypophysis, the adrenal 
medulla and cortex, the liver and 
so on. By such means an occasional 
case can be discovered in which 
specific therapy will cure for all 
time the “diabetes.” In all but a very 
few cases we do not yet know what 
diabetes mellitus is, though we salve 
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our ignorance with an “absolute-or- 
relative-lack-of-insulin” theme. 

Another unfortunate implication 
of the hyperglycemia — diabetes 
mellitus unity has to do with the 
now widely used adrenal cortical 
steroids. Cortisone and hydrocorti- 
sone have properties which, when 
they are administered, raise the 
blood sugar. These agents have 
caused a protracted or perhaps per- 
manent state of hyperglycemia in 
certain animals. The author knows 
of no instance of a sustained diabetic 
state having been produced in hu- 
mans by corticoid therapy. Yet, 
these compounds are widely referred 
to as “diabetogenic,” and, for that 
reason, their valuable aid is some- 
times withheld from patients. In this 
attitude there is really no reason. 
The mild elevation of blood sugar 
caused by cortical hormones is a 
benign change, does not engender 
ketosis even. in the diabetic. When 
the acute need of these agents is 
manifested in such patients, they 
should be used to their full thera- 
peutic effect, remembering that they 
are hyperglycemogenic, not diabeto- 
genic. In the chronic use of these 
steroids, particularly in elderly peo- 
ple, one does well to have a care for 
the nitrogen loss imposed by the 
accelerated conversion of protein to 
carbohydrate. 


WEIGHT REDUCTION 


It is well known that many over- 
weight diabetics will resume an es- 
sentially normal metabolic pattern 
following weight loss; hence, instruc- 
tion in weight reduction frequently 
becomes the obligation of those who 
contend with this disorder. One so 
frequently sees in textbooks and 
periodicals reference to a 1200-calo- 
rie or a 1000-calorie “reducing diet” 
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that such caloric content has becc me 
well-nigh synonymous with “reduc. 
tion diet.” Although all would ag ee 
that in most cases a 1000- or 12)0- 
calorie diet is a reducing diet, it 
does not follow that all reduc ng 
diets contain 1000 or 1200 calor-es, 
Indeed, it seems likely that the ic- 
ceptance of a standard reduction 
diet to use for all patients may be 
one of the factors in the high failt re 
rate of weight-reduction prograris. 
If one were regularly to determine 
the metabolic rate of his overweight 
diabetic patients, he would soon find 
that their calorie consumption at rest 
will be in the neighborhood of 1300 
to 1600 calories. Such patients, dia- 
betic or not, have been in the habit 
of consuming well over 2000 calories 
daily to maintain their weight. When 
there is prescribed for them a diet 
containing 1200 calories there is a 
revolt which they cannot control. 
The spirit is willing, but the flesh 
is weak. They return in a week or 
two and are found to have gained 
2 pounds. They just do not see how 
it is possible. They want the doctor 
to hear just how little they had for 
supper last night. Their protesta- 
tions of dining-room virtue may be 
so vehement and convincing the 
physician sadly and bewilderedly 
prescribes another diet containing 
even fewer calories. There the cause 
is lost. It was doomed earlier when 
an unreasonable diet was first 
ordered. 


It is to be desired that patients, 
diabetic or not, who are to lose 
weight, lose it at a rate of 2 to 3 
pounds a week. If they have main- 
tained a fairly constant weight on 
their previous diet this means that 
they will need to eat 5 ounces of 
food less per day than was their 
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habit, usually a diet of 1600 to 2000 
calcries, and strict adherence to this 
lim tation insisted upon. This will re- 
quire, at first, a detailed explanation 
of ‘he simple mathematics of weight 
gai. or loss. It will entail instruction 
(wich all diabetics should have in 
an} case) on the selection and pre- 
paiation of food, every effort being 
meje to provide a diet which is 
palatable and which coincides as 
clcsely as possible with the normal. 
Then the medical position must be 
irr2vocable. Stormy scenes may en- 
su, but how much more secure is 
th physician who has not made an 
ur reasonable request of the patient 
in the interests of his or her welfare! 
An.d how much happier is the patient 
wo can learn, although the way is 
herd, once and for all to control 
weight! 


Although they are widely em- 
ployed, the advisability of the use of 
armphetamine and other appetite re- 


ducers is highly questionable in 
weight reduction. The usual exper- 
ience is that after 3 or 4 weeks 
their effect on appetite is lost and 
the patient is likely to turn again to 
overindulgence. 


Now about insulin in treating 
overweight diabetics. Of this it suf- 
fices to say two things: that their 
disorder is of the stable type and 
they are usually in no great danger 
of excessive ketogenesis; and that 
the overweight diabetic who gains 
weight on a reasonable reduction 
diet has no great need for insulin. 


BLOOD SUGAR LEVEL 


It is sadly true that in some sec- 
tors the blood sugar level before 
breakfast is still determined as a 
routine measure of diabetes control. 
Only a moments’ reflection will cor- 
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rect the misconception underlying 
this practice. The majority of physi- 
cians (with prominent exceptions) 
who treat diabetes believe that the 
best type of control is that which 
aims to maintain the blood sugar 
at as nearly the normal level as pos- 
sible throughout 24 hours of each 
day. A blood sugar of 120 mg./100 
ec. before breakfast does not mean 
that 3 hours later it will not be 320 
mg. If one really wishes to answer 
the question, “Quo vadis, Diabe- 
tes?”, he will try to learn what the 
height of blood sugar in each pa- 
tient is at various hours of the day. 
This does not mean multiple tests at 
each visit but determinations at dif- 
ferent hours at successive visits. 


GLYCOSURIA 


The presence or absence of glyco- 
suria in the management of diabetes 
is of great importance only when the 
physician has some idea of the renal 
threshold for glucose in each case. 
This had better be learned at the 
outset by obtaining simultaneous 
specimens of blood and urine and 
determining the sugar content of 
each. The urine should not be more 
than 30 min. old. Frequently several 
such determinations must be made, 
or a glucose tolerance test resorted 
to, in order to obtain the desired in- 
formation. Obviously where there 
is a high renal threshold, tests of the 
urine for sugar are of lesser impor- 
tance. 

Patients usually learn to test their 
urine at home and to bring a record 
of their tests for perusal. It is almost 
as convenient and far more informa- 
tive if the tests are done at a differ- 
ent time each day: 1st day before 
breakfast; 2nd day, 3 hours after 
breakfast; 3d day, 3 hours after 
lunch; 4th day, 3 hours after sup- 
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per; 5th day, before breakfast, and 
so on. At the start of therapy, and 
in “brittle” cases, testing the urine 
4 times each day may be advisable. 
When the record of urine tests is 
presented it is usually covered with 
plus and minus signs which take a 
few minutes to decipher. A method 
of recording results of tests which 
facilitates the procedure for patient 


Carcinoma of the 
Vermiform Appendix 


Carcinoid tumor involves one of 
every 200 surgically removed ap- 
pendices and is located in the tip of 
an obliterated organ in 75% of cas- 
es. Rarely productive of symptoms, 
these tumors so far as the literature 
discloses, have metastasized in only 
25 cases. Metastatic deposits are of 
very slow growth. However, pro- 
duction of serotonin by large metas- 
tatic masses may give rise to episo- 
dic cyanosis, chronic diarrhea, bron- 
chial asthma and, finally, right-heart 
failure from subendocardial fibrosis 
and valvular defects. The recogni- 
tion of this new carcinoid syndrome 
is very recent. 

Of all primary malignant tumors 
of the appendix, 90‘% are carcinoid, 
10% carcinoma. In carcinoids, 
growth is slow, and an appendiceal 
tumor of this type rarely metasta- 
sizes. This is in contrast to carcinoids 
of the ileum, which frequently me- 
tastasize. The primary carcinoid 
should be removed, even in the pre- 
sence of metastasis to the liver, be- 
cause 10 years of survival may still 
be expected if the primary lesion 
is excised, since the growth of a car- 
cinoid type of tumor is so slow. Al- 
most all carcinoids of the appendix 
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and doctor employs the use of 5. 
cent box of colored crayons. After 
testing the urine the patient sel sets 
the crayon of color most nearly «hat 
of his test result and makes a mark 
on a “color chart.” When preser ted 
with this chart the physician kn >ws 
at a glance by its blue or rainl ow 
hue whether diabetes is under gc dd, 
fair or poor control. 


can be cured by simple appendec- 
tomy. 

Three types of neoplasm occur in 
the appendix. Carcinoid is the com- 
monest type. It rarely metastasizes, 
but when it is present appendectomy 
should be performed, even in the 
presence of metastasis. The 2nd type 
is malignant mucocele; 9 of 10 mu- 
coceles are benign. One in 4,300 sur- 
gically removed appendices is the 
seat of a malignant mucocele. Ade- 
nocarcinoma of the colonic type is 
the rarest type of neoplasm of the 
appendix. The ratio of the occur- 
rence of carcinoid of the appendix 
to other types of adenocarcinoma of 
the appendix is 10 to 1. Simple ap- 
pendectomy appears to be adequate 
surgical treatment if the lesion in- 
volves only the mucosa; otherwise, 
right hemicolectomy should be car- 
ried out. 


A case of papillary mucous cysta- 
denocarcinoma (malignant muco- 
cele) of the appendix was found in a 
woman 73 years old during routine 
examination of the appendix at the 
time when cholecystectomy was per- 
formed. 





Scimeca, W. B., et al., Proc. Staff Meet. Mayo Clin., 
30:23, 1955. 
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RRENT LITERATURE 


An analysis of the problems of excessive 
craving for food, inadequate utilization of food 
intake and hypoglycemia from excess insulin 





H. J. JOHN, M.D., Cleveland, Ohio 


There are many factors in the cure 
and treatment of diabetics that may 
contribute to a better understanding 
of hunger, and as my own experience 
has been primarily the treatment of 
diabetics, I shall confine my obser- 
vations largely to the diabetic prob- 
lem. 

It often happens that when dia- 
betes is discovered, the physician, in 
order to make the patient follow in- 
structions, tells too much; he speaks 
of all the possible complications in 
diabetes, the gangrene requiring am- 
putation of a leg, the coma which 
may cause death, the “insulin shock” 
(better “insulin reaction”), of ar- 
teriosclerosis in diabetics, retinitis 
often leading to blindness, of the 
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kidney involvements from which one 
can die. It is no wonder that patients 
are afraid to use insulin when they 
hear about “insulin shocks” which 
to them means “next door to death.” 

The patient is directed to take, 
let us say 20 units of PZI and 10 
units of insulin in the morning, then 
to examine his urine and if sugar is 
found at noon to take 6 to 8 addition- 
al units of insulin at noon. And to 
follow the same procedure in the 
evening. Here it is taken for granted 
that when glycosuria is found, one 
must assume that the blood sugar is 
high. This has been the general 
teaching in the medical schools, the 
hospitals and the clinics. But glyco- 
suria is not a reliable index to gly- 
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cemia, and it is folly to try to sub- 
stitute urine examinations, which so 
often are misleading, for blood-sugar 
examinations which prove the facts 
in the matter. 

When there is a hypoglycemia the 
patient is hungry; a man-made hun- 
ger. Since the fasting blood sugar is 
normal, the PZI dosage in this case 
is correct and certainly cannot be in- 
creased, for an increase in the PZI 
would produce reaction the next 
morning. Here we need to make a 
slight reduction in the “insulin” in 
order to eliminate the evening hypo- 
glycemia and then recheck and see 
what we have accomplished. 

Now when we induce hypogly- 
cemia and the accompanying hunger, 
a person who is very hungry, be he 
a child or an adult, will eat. If you 
deny him food he will steal food. 


ADJUSTMENT OF INSULIN 


Before a patient is called a dia- 
betic, when he has been carrying 


high hyperglycemia unknown to 
himself and, as a result of it, losing 
much sugar through the urine, such 
a patient is always hungry for the 
simple reason that he has not been 
utilizing the excessive amount of 
food taken. 

If a person taking insulin needs, 
let us say 80 units a day, and he is 
taking only 20 units a day, he is apt 
to be hyperglycemic most of the time 
and excreting a great deal of sugar. 
Thus, a restricted diet, minus what 
he loses through the urine, is inade- 
quate, and he will be hungry. 

A patient well adjusted as to diet 
and insulin in the hospital was inac- 
tive, and it took, let us say 40 units 
of insulin a day for his control. The 
type of work he goes back to re- 
quires much physical exercise, or 
such children become very active at 
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play and sports. The result is re- 
peated insulin reactions, which m.:an 
hypoglycemia, and this brings on 
hunger. One must compensate ‘or 
the extra exercise with a correct in- 
sulin dosage as well as diet. 

This we see frequently in diabe es, 
especially in those who have ben § 
accustomed to eating liberally. 1'e- 
striction in diet makes them créve 
the very things which have been 
forbidden. A wise physician will, in 
place of telling the patient of all the 
things he cannot have, tell him of 
all the things he can have. This is 
just common sense. It is not what 
diabetics eat, but how much they 
eat, which is the kernel of the prob- 
lem. One can develop a habit of eat- 
ing moderately, or of eating exces- 
sively. The thing to point out to the 
patient is that excessive eating, 
whether in a diabetic or a non- 
diabetic, is bad and carries with it 
too severe a penalty in the end. 

The hunger we meet with in hy- 
perinsulinism or chronic hypogly- 
cemia, is due to hypoglycemia. Us- 
ually such a patient has been given 
a high-carbohydrate diet, plus feed- 
ing between meals and at bed time 
with carbohydrate, in an attempt to 
prevent the hypoglycemia. 


HYPERINSULISM 


The insulinogenic function which 
is out of order does not shut off the 
secretion of insulin in time to pre- 
vent hypoglycemia as it does in the 
healthy individual, and is thus con- 
stantly being overstimulated by the 
intake of carbohydrate and produces 
more insulin to take care of that 
carbohydrate. 

In cases like this restrict the car- 
bohydrate to 100-120 gm. a day, and 
increase the protein and the fat to 
the desired number of calories; ab- 
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sorption is slowed down and there 
is less impact on the islands of Lang- 
erhans to liberate insulin. Such a 
routine straightens out the hyperin- 
sulinism unless it is due to a tumor 
of the islands; then only a surgical 
intervention will correct it. 


Occasionally we meet with a dia- 
betic who has been so badly scared 
when told of all the possible things 
that might happen to him, that he 
eats too little for nutrition and he 
goes down and down. It is no small 
job to change such a patient’s think- 
ing. 

Hyperthyroid patients are always 
hungry and eat a lot to compensate 
for their loss of weight due to the 
increase of their metabolism. They 
usually crave sweets and _ sours; 
many develop frank diabetes. Use 
high calorie diets and if blood sug- 
ar is elevated adequate insulin to 
control this. 


Hunger in diarrheas is due to food 
passing too rapidly through the GI 
tract. Correct the diarrhea and bring 
about proper utilization of the food 
taken. 


OBESITY 


Obese patients have been taking in 
more calories a day than the body 
can utilize, the balance going into 
fat. Such patients “just love to eat.” 
I have carved a fat man for my 
office legend “No one ever got fat 
by eating too little.” Obese patients 


A Hair-Grip in the Kidney 


A boy of 3% years developed pro- 
fuse hematuria 3 months after 
swallowing a hair-grip. This hema- 
turia was found to be due to arrest 
of the foreign body in the duodenum 
and its penetration of the right 
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especially take good notice of it 

Of 100 patients who start on re. 
ducing diets, not more than 3 0 5 
will finish. Some ask for pills hat 
would increase their “will-pow =r.” 
Yet those who succeed in redu: ing 
down to somewhere near nor nal 
weight never go back to over-:at- 
ing, for they realize how much )et- 
ter they feel and how much be'ter 
they look; to say nothing of the 
penalties which go with obesity that 
they need no longer dread. 

After a time on a low-calorie diet, 
the feeling of misery ceases and ‘he 
patient, once he has his weizht 
down, can carefully raise his ciet 
and yet maintain a normal weight. 
This is a point which should be em- 
phasized to such patients, for it is 
their final reward. 


SUMMARY 































































































Hunger is a potent factor. It can 
be brought on either by: 1. Insuf- 
ficient food. 2. Adequate food but in- 
adequate utilization of that food, i.e., 
inadequate insulin dosage. 3. Hypo- 
glycemia caused by too much or im- 
properly adjusted insulin. In any of 
these three conditions the same final 
picture results and leads to extreme 
craving for food, resulting finally in 
the gorging of food and failure in 
the treatment of diabetes. Good 
judgment, based on adequate labor- 
atory findings, must be used if we 
are to eliminate such catastrophies. 
Am. J. Digest. Dis., 22:7, 197-200, 1955. 
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kidney. The foreign body was re- 
moved at operation and complete re- 
covery ensued. Four other cases in 
which a similar sequence of events 
occurred are referred to. 







Macaulay, D., et al., Brit. M. J., 4907:205-206, 1955. 
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CURRENT LITERATURE 


D-ug Therapy of Tuberculosis 


An evaluation of the antimicrobial drugs 
and their most effective combinations for best 
results in varied tuberculous conditions 





EDWARD 5S. RAY, M.D., Richmond, Virginia 


All active cases of tuberculosis 
should receive antimicrobial drugs 
for 12 months and usually longer. 
Cavities should be closed by drug 
therapy and collapse measures with- 
in the first 8 months of drug ther- 
apy, or they shouuld be resected 
unless the opinion is plainly con- 
tra-indicated. Resection should be 
performed under the protection of 
effective drug therapy. It is possible 
to render 80 to 90% of TB inactive 
if vigorous treatment is carried out 
from the time the disease is first 
diagnosed. Of retreatment cases, 
50% become inactive. 

At the end of adequate drug ther- 
apy, there is usually left only scat- 
tered necrotic and caseous nodules, 


fibrosis, and in some cases residual 
cavitation (75% of cavities will close 
on drug therapy). The most drama- 
tic results are in young adults with 
recent exudative disease. 

Three drugs have proved their 
value in the treatment of tuber- 
culosis — Streptomycin, PAS, and 
Isoniazid. When used alone, each 
of these drugs loses the greater part 
of its effectiveness within a 6- 
month period, bacterial resistance 
developing rapidly after this. In the 
uncomplicated cases 3 drugs given 
together are not significantly more 
effective than are 2 drugs. Therefore, 
it is usually wise to give only 2 of the 
drugs at one time. Of the 3, Strep- 
tomycin and Isoniazid are the more 
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The Finished Product—vs—The Raw Material 


In Gallbladder Therapy 


For therapeutic superiority in gallbladder 
management, Nubilic assures beneficial 
hydrocholeresis, since Nubilic contains 
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DEHYDROCHOLIC pure dehydrocholic acid, 
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e For comprehensive action, Nubilic con- 
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PHENOBARBITAL belladonna and phenobarbital, 


8 mg. (% gr.) to reduce biliary spasm, relax the sphinc- 


ter of Oddi and thereby encourage free 
flow of bile into the duodenum. 
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powerful against the T.B., and when 
use! alone these 2 are effective for 
short-term therapy. In _ contrast, 
PA’ is not very effectual when used 
alore, but, when combined with eith- 
fer Streptomycin or Isoniazid, de- 
lay; the development bacterial re- 
sist nce to these drugs. The combin- 
atica of Streptomycin and Isoniazid 
has shown no important superiority 
ove either one combined with PAS. 
A -ombination of PAS with Strep- 
ton.ycin or with Isoniazid is usually 
the best. It is possible by this means 
to -eserve an effective drug for use 
at a later date. Should it be neces- 
sa1y to carry out resectional surgery 
later, the results are much better if 
the surgery is carried out under the 
protection of effective drug therapy. 
Streptomycin and Isoniazid should 
be used together only when PAS is 
not tolerated. 


FACTORS INFLUENCING SELECTION 
OF DRUG COMBINATIONS 


Whether to use Streptomycin or 
Isoniazid with PAS depends upon 
several factors. In out-patient and 
home-care management, it is easier 
to administer Isoniazid with PAS, 
as both drugs can be administered 
orally. Also the 2 drugs may be 
combined in one tablet, which makes 
the administration convenient. This 
is a frequently employed combina- 
tion under circumstances where IM 
drug therapy is impracticable. 


However, the combination of 
Streptomycin and PAS is as effective 
as other combinations, and by us- 
ing this combination, Isoniazid is 
reserved for possible use with Pyra- 
zinamide which has shown consid- 
erable promise; whereas combina- 
tions of Streptomycin and PAS with 
Pyrazinamide are not nearly as ef- 
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fective. Another advantage of Strep- 
tomycin and PAS is that in the 
treatment of patients outside the 
hospital who are hard to control 
and who need close supervision of 
therapy, it is better to have a nurse 
administer Streptomycin twice a 
week, at which time the intake of 
PAS can be closely supervised. Be- 
cause of the GI symptoms that fre- 
quently accompany the taking of 
PAS, patients are frequently tempt- 
ed to omit this drug. 


Streptomycin is given IM 1 gm. 
twice a week, in acutely febrile 
cases 1 gm. daily until the tempera- 
ture is normal and then given twice 
a week. PAS usually as the Na 
salt (occasionally as the K salt or in 
a buffered preparation) and in dos- 
age of 12 gms. daily by mouth; 3 
times daily, after meals in equal 
doses. If the patient cannot tolerate 
as much as 8 gms. of PAS, Isoniazid 
is substituted, 5 mgs. per kilo, some 
300 mgs., daily, by mouth for adults. 
In 3 divided doses, it is well toler- 


ated. 


In miliary and meningeal TB, 
Streptomycin, Isoniazid and PAS 
are all given concurrently. Strepto- 
mycin daily until t. returns to nor- 
mal. There is an IM preparation of 
Streptomycin and Isoniazid (Strep- 
tomycylidene Isonicotinyl Hydra- 
zine Sulfate) that may be given to 
critically ill and comatose patients. 
Continue daily Streptomycin until 
good clinical improvement in men- 
ingitis, thereafter twice a week. The 
duration of therapy in these cases is 
18 to 30 months. The best drug in 
miliary and meningeal tuberculosis 
is Isoniazid because of its diffusibil- 
ity through serous membranes. In- 
trathecal Streptomycin is no longer 
necessary in TB meningitis when 


February, 1956 153 





Isoniazid is administered. 

The duration of therapy for all 
types of TB varies widely, a mini- 
mum of 12 months is generally ac- 
cepted. In advanced cases, drugs 
may be continued for 2 or more 
years, even for an indefinite time. 
They are usually given for at least 
6 months after the “target point” is 
reached. The “target point” refers 
to the stage when all cavities are 
closed, sputum is negative, and there 
is no longer any x-ray evidence of 
a changing lesion. 


RESISTANT ORGANISMS 


In the absence of cavitation bac- 
terial sensitivity to drugs will con- 
tinue for 24 months or longer. In 
cases with open cavities, organisms 
begin showing resistance at the end 
of 6 months of drug therapy, and 
this resistance increases with time, 
so that at the end of one year all 
cases with an open cavity have a 
very high percentage of resistant or- 
ganisms. It is important to close cav- 
ities within 6 to 8 months of drug 
therapy. If at the end of 3 or 4 
months’ time little evidence that the 
cavities will close, plan surgical mea- 
sures to close or remove them. 

_ Drug sensitivity studies are help- 
ful in all cases of positive culture 
for T.B.; absolutely necessary in re- 
treatment, as it is otherwise impos- 
sible to determine whether the or- 
ganisms are resistant to the previ- 
ously administered drugs. 


The basic principles of antituber- 
culosis therapy are applicable to 
non-pulmonary tuberculous lesions: 
antituberculosis drugs to control the 
reversible lesions, with resection re- 


served for the irreversible and de. 
structive lesions, regardless of the 
location of the disease. 

Pyrazinamide is closely relited 
to Nicotinamide. Used alone, its ef- 
fectiveness is of short duration (+ to 
6 weeks); when combined with [so- 
niazid, its antimicrobial actior is 
equal, if not superior to, any other 
combination of drugs, and the ac. 
tion of this combination suggests an 
eradicative, rather than a suppres- 
sive, type of action on the T.B. Ini- 
tial studies of Pyrazinamide com- 
bined with Streptomycin and with 
PAS have shown no similar thera- 
peutic action. It is for this reason 
that, when possible, the combination 
of Streptomycin and PAS should be 
used and Isoniazid reserved for pos- 
sible use with Pyrazinamide. Be- 
cause of the potential toxic effects of 
this drug on the liver, its use should 
be restricted to hospitalized pa- 
tients. Liver function studies must 
be performed each month on these 
patients, and the drug discontinued 
if evidence of liver damage devel- 
ops. Such evidence of toxicity oc- 
curs in 15% of cases; several such 
deaths have occurred. It is very 
probable that Pyrazinamide will 
soon become safer through dosage 
adjustments and use of liver-pro- 
tective agents and diet. 

Oxytetracycline (terramycin) has 
been given with some success in 
place of PAS, and probably is as 
effective as this drug when given in 
a dosage of 5 gms. daily. A disad- 
vantage is the occasional case of 
staphylococcal enterocolitis that de- 
velops during its use. 





Virginia M. Monthly, 11:511-513, 1955. 
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Attempted Suicide 


CURRENT LITERATURE 


Characteristics that may assist the 
physician in the recognition and elimination 
of suicidal motives, trends and intents 


I. R. C. BATCHELOR, 


A patient’s suicidal attempt com- 
monly takes both his relatives and 
his doctor by surprise. Where pos- 
sible, immediate admission to the 
mental observation ward of a gener- 
al hospital is the ideal arrangement. 
Even if the person has not sustained 
serious hurt and the situation ap- 
pears less urgent to his relatives, 
insist that he go into hospital for 
at least a few days. He must be safe- 
guarded from further self-injury; 
sleep must be ensured by sedatives, 
a detailed assessment of his mental 
and physical state must be made, the 
relatives interviewed, and individ- 
ual and social aspects fully consid- 
ered. Usually a proper decision 
about his future can be taken with- 


CLINICAL MEDICINE, February, 1956 


M.D., Edinburgh, Scotland 


in two weeks. 

Admission to a mental hospital 
should not be made the rule; of 
those who are admitted initially for 
a short period to a general hospital, 
one-half may be discharged home 
reasonably safely. Those who go to 
a mental hospital will usually do so 
as voluntary patients. Psychiatric 
out-patient treatment is required 
for many others. 

To discharge from observation one 
who has attempted suicide, just as 
soon as he is physically fit, is mal- 
practice. A promise that he will not 
attempt suicide again may reassure 
the doctor but it does nothing to 
safeguard the patient, who can no 
more control his self-destructive im- 
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pulses than the sufferer from an 
acute appendicitis pain. 


SUICIDAL GESTURES 


It is not profitable to draw a sharp 
distinction between suicidal at- 
tempts and suicidal gestures. After 
middle life suicidal gestures are 
uncommon. A psychotic patient may 
make a poor attempt: his agitation 
or retardation may cloud his judg- 
ment and render his hands impotent. 


If he has not appeared to be ill, 
especially if he is of chronically un- 
stable temperament, and if the act 
has been an obvious response to 
some quarrel or frustration and is 
described by the actor as done on 
the spur of the moment, then one 
may usually conclude that the im- 
mediate danger has passed, particu- 
larly if the actor himself has become 
calm again. 


One must correlate his statement 
with the rest of the evidence. A sui- 
cidal person may deny his suicidal 
intentions after the act, out of fear 
of police action or the reproaches of 
relatives, or to get another opportu- 
nity to complete the act. On the oth- 
er hand, an admission of suicidal in- 
tent is usually to be believed. A 
farewell letter of serious import, and 
its contents may throw light on the 
motives which prompted the at- 
tempt. Inquiry should always be 
made whether or not the individual 
left any communication, since such 
letters are often suppressed or 
quickly destroyed by relatives. 

The most difficult cases to assess 
are often those in which the suici- 
dal attempt has been made at home 
and the method has been barbiturate 
poisoning. The individual may as- 
sert that all he wanted was a long 
sleep. The statement should not be 
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readily accepted. Some suicidal in- 
dividuals will deny vehemently tat 
suicide was their intention. "‘he 
story, which relatives are only ‘oo 
glad to accept, is usually a cloak ‘or 
a suicidal attempt. 

While it is true that certain su.ci- 
dal attempts are made under ‘he 
influence of alcohol which would :ot 
have been made in a state of 4o- 
briety, alcohol may release a seri- 
ous suicidal trend; it may also ‘n- 
terfere with its consummation. 


A serious attempt may be dressed 
up for and executed publicly. The 
sufferer from a depressive psychos- 
is may wish to demonstrate to others 
the extent of his wickedness and 
his self-punishment: while the ag- 
gressive psychopath, venting a mur- 
derous spite upon himself, may at 
the same time court a posthumous 
publicity by which relatives will suf- 
fer. 


PSYCHOSES AND NEUROSES 


Almost any nervous or mental ill- 
ness, at any age, may lead to a 
suicidal attempt. Suicide is thought 
of particularly in relation to depres- 
sive psychoses. It may be a symp- 
tom of any psychosis where there 
is emotional disturbance. It cannot 
be ruled out in neurotic reactions. 
It may be the panic response to a 
sudden crisis of disablement or be- 
reavement, for example, or to a 
threat of loss of liberty or reputa- 
tion, or to the self-discovery of 
homosexual trends. It is the typical- 
ly exaggerated response to frustra- 
tion of that large group of unstable 
people which includes the psycho- 
paths and a certain number of epilep- 
tics and mental defectives. 

If the risk of suicide is thought of, 
it is much more likely to be recog- 
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nized. To appreciate the degree of 
risk one must get to know the pa- 
tiert well, must give him time to 
spenk freely about his problems, and 
must exercise great delicacy in 
questioning. He must be gently as- 
sist xd to reveal further his emotional 
stat>. Any disclosure. of suicidal 
thoughts should be taken seriously. 
When a patient has spoken of sui- 
cid 1 thoughts it is advisable always 
to reassure him that these are the 
usual symptoms of a depressive ill- 
ne:s, that they are not evidence of 
sin‘ulness, and that they will dis- 
appear as the illness lifts. 


SUISIDAL RISKS 


sears on the neck and across the 
fronts of the wrists, which might in- 
dicate a previous suicidal attempt, 
should be’ noted. That those who 
tak of suicide to other people do 
not commit it is a false and danger- 
ous belief. Suicidal threats are not 
only warnings often of an impending 
attempt, but cries for help. In the 
case of the manic-depressive, the fact 
that previous depressions have not 
been associated with a suicidal at- 
tempt may give one a feeling of 
greater security about the risk in 
the present illness, but it does not 
exclude this risk. 

A family history of suicide is sig- 
nificant, and there may be a family 
mode of committing suicide. A per- 
son becomes depressed, may wish to 
rejoin a person who is dead. If the 
individual identified has himself 
committed suicide, the risk of a dup- 
licate suicide is materially increased. 

Depression and insomnia are the 
usual symptomatic precursors of a 
suicidal attempt. All depressions car- 
ry a suicidal risk, whether they are 
clear precipitants—for example, be- 
reavement, financial ruin — or come 


out of the blue. The risk is often 
greatest in the early stages of the ill- 
ness, and again in convalescence. 
Risk in convalescence is often for- 
gotten. In the case of any individual 
past middle-life with persistent 
anxiety, who has not previously had 
neurotic symptoms, precautions 
against suicide should be taken with- 
out delay. Particularly dangerous 
are those who blame themselves, 
who express shame and guilt and 
failure, and who say that their con- 
tinued existence would be burden- 
some for those they love. 


The patient may say lack of sleep 
is doing irreparable damage to his 
brain, may sleep for hours and de- 
clare he has not slept at all; if one 
dismisses the statement as untrue, 
one will miss its significance as a 
danger signal. A suicidal attempt is 
often prefaced by a sleepless night. 


FEARS AND PHOBIAS 


A phobia of tuberculosis, heart 
disease, cancer, or insanity; venereo- 
phobia, feelings of great guilt and 
contamination may urge one to at- 
tempt suicide even before the result 
of a blood test become available. 


Perhaps the most potent fear of all 
is the dread of the unknown. Of the 
fears which may precipitate serious 
suicidal attempts, the prospect of 
entering a mental hospital is one of 
the most noteworthy. The period 
during which arrangements are be- 
ing made for a depressed patient to 
enter a mental hospital, if the pa- 
tient has got to know what is 
planned, is a period of real danger, 
during which he must not be left 
unattended. 


In a depression, fears of losing 
control and of hurting or killing 
others, and actual attacks upon 
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others, particularly if his behavior 
is foreign to the person’s usual dis- 
position, are serious warning signs. 
This aggression may at any time be 
turned by the individual against 
himself. If the depressed individual 
goes unexpectedly on a journey, or 


Irritable Colon Syndrome 


In 129 cases of irritable colon syn- 
drome meeting strict diagnostic crit- 
eria, satisfactory results were ob- 
tained in 76.7%. All patients were 
placed on a low-residue diet and en- 
couraged to eat large amounts of the 
permitted foods. Milk was allowed 
in only very small quantities. Those 
underweight or who gave a history 
of dietary insufficiency were given 


Borcherat 


PV a mee 
Acar lode 


Gentle laxative modifier of milk. 
Promotes aciduric bacteria. Grain 
extractives and potassium ions 
contribute to gentle laxation. Just 
1 or 2 tablespoonfuls in day’s 
formula softens stools. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under- 
por elderly patients with hard, 
dry stools. Supplies nutritional 
factors from rich barley malt. 
DOSE: 2 Tbs. b.i.d. until stools are soft (may take 
several days), then 1 or 2 Tbs. at bedtime. Take 
in coffee or milk, 





*Specially processed malt 
with potassium carbonate. 
bottles. 


extract neutrolized 
In 8 oz. and 16 oz. 


Send for Sample 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. « Chicago 12, Ill. 
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wanders away with mind cloude: (a 
fugue), he is suicidal. Feeling: of 
loneliness and of being unwai ted 
are common harbingers of suic dal 

























attempts, particularly in oder 
people. 
Brit. M. J., 4913:595-597, 195 bal 


a multivitamin preparation. 

Each received an antispasmoilic, 
usually Trasentine, a few atropine, 
small doses of phenobarbital, a heat- 
ing pad to the abdomen or hot soak 
bath for acute pain. 

Bowel function was regulated by 
the use of the hyrophilic colloid, 
Konsyl. 
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CURRENT LITERATURE 


New Approach to Emergency Treatment of 
Sickness Caused by Narcotic Withdrawal 


Records of 300 addicts treated with 
reserpine demonstrated a good response in 
withdrawal from various narcotics 


EUGENE F. CAREY, M.D.,* Chicago, Illinois 


When an addict tells you that he 
got his first “shot” from another ad- 
dict, he is lying. The truth is that 
he got it from either a pusher or a 
peddler. 

Often an addict will decide to take 
the “cure.” Usually, this act is born 
of his own free will. There are two 
ways he can go about it: (1) either 
he or his family may have the means 
to buy his way, as a patient, into 
some sanatorium, or (2) he may 
volunteer to undertake, as a patient, 
some sort of governmental treat- 
ment. Whenever he lands upon the 
“cure route,” he knows he will re- 


*Police Department, Chicago, [llinois. 
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ceive adequate care and be given 
either a gradual reduction treatment 
or else a substitute drug. In a sense, 
this treatment amounts to a sort of 
vacation. Wherever he is able to go, 
his troubles are all left on the out- 
side. He knows that he may leave at 
his own request and convenience. It 
is surprising how many of these 
people take the “cure” because they 
want to hide out for some reason 
and, at the same time, talk about the 
possibilities of obtaining drugs in 
other towns with those who are 
likewise taking the “cure.” 

We do not pretend to know why 
addicts take drugs. All we have ever 
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found out is what they tell us — 
that the taking makes them “feel 
normal,” which means that taking 
a drug brings about a feeling that is 
pleasing to the addict. 


NARCOTIC DISTINCTIONS 


Morphine produces a passive type 
of individual, a group comprising 
slinking, cringing persons such as 
the petty thief, the shoplifter, the 
pickpocket and the prostitute. 

Heroin develops the vicious killer 
who so often resorts to cruel, in- 
human, lustfully barbaric sorts of 
crime. He frequently teams up with 
the heavy marihuana smoker. For 
some unknown reason, these addicts, 
as distinguished from morphine 
takers, seem to flock together. They 
try to look alike. Today we recognize 
them by their tight-fitting dungar- 
ees, cowboy boots, lack of hats, 
“D.A.” haircuts, sideburns and open 
zippered sport jackets. 

Heroin invites addiction, as does 
morphine or any other of the opium 
series. Marihuana invites usage, as 
does cocaine. The reaction of the 
opium drugs, when withdrawn, in- 
vites a severe withdrawal sickness, 
whereas, in the case of cocaine and 
marihuana, the end results are a 
transient although highly nervous 
condition. 

Occasionally, we find an addict 
who is a “flier.” The flier uses a 
“speed ball,” a mixture of heroin 
and cocaine. He will tell you that he 
gets his “jolt” quicker, and that it 
sends him “higher.” This type can, 
and often does, lose every vestige of 
sanity. This “speed ball” is feared 
by nearly all who take dope, and 
the only reason one may have for 
taking it is to have something to 
brag about when a meeting takes 
place with other “cloud riders.” 


Fear is the most important eg 
cern in the life of an addict. He fears 
he may run out of the drug; 
may be a supply panic: will he not 
get it? Will it be too adulter: ted? 
Will it be too strong? — particu's 
heroin may be too strong. The ry ush 
er or peddler begins to add more and 
more adulterant. The addicts be sins, 
unknowingly, to undergo a redue 
tion cure. 

A lethal dose of heroin is known 
as a “hot shot,” and is usually given 
by the peddler to a “too-talkative-to 
the-police” addict. 

Nobody, not even the taker of the 
drug himself (be he a savant ora 
moron), can give you any better 
reason for taking drugs than that i 
makes him feel what to him is “nor 
mal.” 

We know that the ideal treatment 
for withdrawal sickness would be a 
dose of the drug used by the addict 
We also know that we must abide 
by the law. 

About the most useful emerge 
drug applicable to our narcoti¢ 
cases is a heavy dose of bromide 
given frequently. This will usuz 
upset a stomach undergoing narcoti¢ 
withdrawal. Then, again, we invite 
not only a severe bromide rash but 
a new habit, bromism. Another 
medication used is the barbiturat 
Large dosage provokes a poisonin 
problem of its own, as well as 
habit. 


NEW TRANQUILLIZERS 


Some time ago we began to find 
reports on Rauwolfia serpentina and 
the pure alkaloid, reserpine. Th 
tablet size we used was 0.25 mg, 
not with much success; we increase 
the dose to 4 tablets or a total 
1 mg. The next day, our dose ws 
2 mg. per patient, and on returning 
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brand of prednisolone 


in 2 hours we found these patients 
comfortable — some dozing, some 
sleeping. 

We managed to keep records of 
more than 300 temporarily detained 
drug-taking prisoners. We discov- 
ered these facts: 

1. Any drug addict or user who 
has become one because he has 
sought a thrill, or because of curiosi- 
ty, can be tranquillized by the use 
of reserpine (Serpasil®), and it is 
quite possible that a follow-up of any 
such case would reveal a complete 
warding off of the dreaded narcotic 
withdrawal sickness under _ this 
treatment. 

2. It seems quite possible that 
those who use narcotic drugs be- 
cause of some painful ailment can be 
tranquillized and sedated by reser- 
pine to such an extent that they may 
find it possible to give up habit- 
forming drugs and to get pain re- 
lief from a much less vicious source. 

3. Many of these drug addicts ap- 
pear to intensify their pain psycho- 
logically by the use of habit-forming 
drugs. There is every reason to be- 


Results of Radical 
Pericardiectomy for Constrictive 
Pericarditis 

Of 26 patients with constrictive 
pericarditis subjected to radical 
pericardiectomy, 4 died: one, 5 days 
after operation and one, 40 days af- 
ter operation, both from myocardial 
failure; one, 4 months after opera- 
tion from intestinal obstruction un- 
related to cardiac compression; and 
one 2% years after from cardio- 
renal disease, diabetes and pneu- 
monia. A fifth patient, who died 
after exploration for presumed car- 
diac compression, was found to have 
massive myocardial infarction with 
a normal pericardium. 
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lieve that reserpine can and will 
help to diminish this sort of psy chic 
pain. 

4. The morphine addict respcnds 
in 1% hours; the heroin addict -n 2 
hours after oral administration; the 
alcoholic and marihuana user in !ess 
than one hour. Age 18 to 30 for 
heroin addicts, who were mostly 
colored females; of the morphine 
group, age from 30 years upwards, 
white females predominating. 

As we continued Serpasil, we be- 
gan to wonder if we were being car- 
ried away with undue enthusiasm. 
Ciba supplied us with placebos which 
looked and tasted exactly like Ser- 
pasil; both of our narcotic police of- 
ficers as our “interns” supplied these 
tablets whenever they deemed nec- 
essary. They never could understand 
why it was that the tablets they gave 
out did not tranquillize and sedate 
as did those dispensed by the doctor. 
It seems they believe that the doc- 
tor has a certain knack for handling 
medicine that is quite different from 
that of a policeman. 





Ann. New York Acad. Sc., 61:222-229, 1955. 


Fourteen patients with nontuber- 
culous pericardial thickening are 
well; three are limited to moderate 
activity because of auricular fibrilla- 
tion, an associated congenital pul- 
monic stenosis, and an associated 
mitral stenosis, respectively. 


Once the diagnosis of constrictive 
pericarditis is established by demon- 
strating a calcified pericardium, 
pericardiectomy is indicated. All pa- 
tients except two had a prompt drop 
in venous pressure. 


Holman, E., et al., J.A.M.A., 157:789-794, 1955. 
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CURRENT LITERATURE 


Atypical Coronary Disease 


How to distinguish coronary conditions from 
abdominal disorders, and a classification of persons 
most vulnerable to myocardial infarction 


KENNETH HARRIS, M.D., London, England 


Coronary thrombosis may simu- 
late perforated duodenal ulcer or 
gallstones. Consider the age and sex 
of the patient, and any predisposing 
factor, such as hypertension, angina, 
etc. A history of peptic ulceration or 
long-standing flatulence would point 
towards an abdominal cause for the 
pain. Whilst the abdominal pain may 
be severe and the major symptom, 
there is always some retrosternal 
pain, constant, never spasmodic or 
colicky; it is a valuable diagnostic 
feature of infarction. In abdominal 
infections, fever would be expected, 
whereas in cardiac infarction fever 
is low and comes on some days after 
onset. Breathlessness and cyanosis 
are less often seen in abdominal than 


in cardiac lesions. In a large number 
of cases the immediate ECG will 
give diagnostic evidence of infarc- 
tion; it may have to be repeated two 
or three days later to be certain to 
exclude infarction. 

Success in diagnosis often lies in 
remembering the possibility of coro- 
nary occlusion as a cause, and in 
watching for ECG changes and late 
signs and complications. 

While pain is almost invariably 
present at some time during the 
episode of myocardial infarction, it 
often is forgotten by the patient be- 
cause some other symptom pre- 
dominates in the patient’s memory. 
Usually it is dyspnea; sometimes it 
is that he feels extremely ill; at 
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other times he attributes the pain 
to wind or indigestion. The onus of 
eliciting a history falls on the doctor, 
and, as it may be difficult to obtain 
the story of the pain. It is necessary 
to carry out an unhurried, careful 
and thorough interrogation of the 
patient when he is fit enough. Such 
questions as, “Have you ever had 
any wind or indigestion?” or “Why 
exactly did you or your relatives 
send for the doctor?” will not infre- 
quently bring out a story of pain, 
which had previously not been men- 
tioned. It is well worth while to ob- 
tain experience in such history- 
taking without asking leading ques- 
tions, and the time and trouble spent 
on getting such a history will be 
amply rewarded. 

A works foreman, aged 46, con- 
sulted me for chronic bronchitis of 
six years’ duration and increasing 
shortness of breath, for only one 
month, limiting his activities to 
walking 200 yards on the level. His 
dyspnea was out of proportion to 
the degree of emphysema. Suspect- 
ing cor pulmonale as the cause, I 
took an ECG and was somewhat 
surprised to find that it showed the 
classical changes of a recent pos- 
terior cardiac infarct. On inquiry 
about discomfort or pain in the 
chest, he described the pain typical 
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of ischemic heart disease during the 
last month. He had not mentioned 
it, he thought it was tightness die to 
his bronchitis and his dyspnea. 

Persons who are unduly vul er. 
able to myocardial infarction ca): be 
classified as follows: 1. Those over 
45 who have a family history of c»ro- 
nary disease or hypertension or ‘vho 
are found to have abnormal ECG. 

2. Patients with high blood pves- 
sure, diabetes mellitus, angina of 
effort; those who have one carciac 
infarction, etc. 


3. Those in certain occupations, 
e.g., physicians and surgeons; pro- 
prietors of wholesale businesses, 
judges, lawyers. 

If in these vulnerable subjects we 
look more carefully for the prodro- 
mal group of symptoms, and {or 
variations in the classical clinical 
picture of coronary disease, we may 
achieve a greater accuracy in diag- 
nosis and with the aid of anticoagu- 
lant and other methods of treatment, 
help to lower the mortality of this 
disease. 


Finally, a word of warning about 
the risk of causing undue alarm to 
a nervous or otherwise healthy per- 
son, and turning him into a cardiac 
invalid. 


Brit. M. J., 4944:874-876, 1955. 
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blue at breakfast? 


BONADOXIN 


(BRAND OF MECLIZINE HCI, PYRIDOXINE Hc!) 


stops morning 
S achness Fifteen investigators have now con- 


firmed BONADOXIN’s efficacy. In 
_, h : 287 patients treated for nausea and 
eee often wit wn vomiting of pregnancy, BONADOXIN 
was “of great benefit in 90.8% of the 


a fe WwW hours = cases.” Complete relief was often 


afforded “within a few hours.”! 


Each BONADOXIN tablet contains: 
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Mild cases: One BONADOXIN tablet 
at bedtime. Severe cases: One at 
bedtime and on arising. 


In bottles of 25 and 100, prescription 
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sickness, nausea following surgery, 
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1. Groskloss, H. H. et al.: 
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nausea and vomiting of pregnancy. 
Clin. Med.: 2:885 (Sept.) 1955. 
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and broad-spectrum, vitamin-fortified 


ETRABON SF 


BRAND OF TETRACYCLINE HYDROCHLORIDE WITH VITAMINS 


homogenized mixtures ready to use... 
readily accepted... 


rapidly absorbed... 
(therapeutic blood levels 
within one hour)... 
rapidly effective... 


Delicious, unusual blends 
specially homogenized to 
provide therapeutic blood 
levels within one hour. 125 
mg. tetracycline per 5 cc. 
teaspoonful. Tetrabon SF 
provides, in addition, the 
vitamins of the B complex, 
C and K recommended for 
nutritional support in the 
stress of infection. 


Bottles of 2 fl. oz., 
packaged ready to use. 


*Trademark 
tTrademark for Pfizer-originated, 
vitamin-fortified antibiotics 


Prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 





ID$ IN DIAGNOSIS 


Femoral Appendicitis 


A white man, 86, admitted Oct. 
30, |951, complaining of severe pain 
in tue right groin. Previous health 
good, except for a long-productive 
coussh, states has had an intermittent 
soft mass in the right groin for a 
year; never before painful. 

PI. began with sudden pain in 
right groin and a feeling of urgency. 
Urination did not relieve the pain. 
The mass in the groin persisted and 
became firm and extremely painful. 
Vomited a small amount of fluid 24 
hours after onset of pain. 

Temperature, 99, pulse, 80, R. 22, 
blood pressure, 198/92. Extrasystole 
every 5-15 beats. No murmurs. Ab- 
domen: flat and soft. No masses or 
tenderness. Hyperactive bowel 
sounds throughout. W.B.C. 17,800. 
Stabs. 10, Seg. 74, L. 12, M. 2. 

Femoral appendicitis is an unus- 
ual disease that consistently defies 
accurate preoperative diagnosis. The 
femoral opening, in many cases, is 
small and conducive to the obstruc- 
tive phenomena that are so impor- 
tant in the production of stasis and 
subsequent inflammatory reactions 
in the appendix. 

Failure to treat properly an acute- 
ly inflamed appendix lying in or ad- 
hered to a femoral hernial sac may 
result in loss of life. 


Garland, E, A., J. Indiana M. A., 48:1292-1294, 1955. 


Idiopathic Pleural Effusion 


Many pleural effusions, especially 
in young adults, arise without an ob- 
vious etiology. “Idiopathic” pleural 
effusions must be recognized and 
treated as tuberculous. Careful lab- 
oratory studies, including skin test- 
ing and culture and guinea pig inoc- 
ulation of pleural fluid, sputum and 
gastric contents, will frequently 
point to tuberculosis. Many such 
effusions never show positive bac- 
teriologic studies, and a negative re- 
sult does not rule out tuberculosis. 
Anti-tuberculous chemotherapy, and 
bed rest are in order. 


Rossing, R. G., Minnesota Med., 9:613-617, 1955. 


The Clinical Significance of 
Hematuria 


In 50% of all cases, hematuria is 
produced by a tumor. In a large ma- 
jority of these cases, this tumor is 
malignant or potentially malignant. 
Immediate investigation, including 
a cystoscopic survey, is mandatory. 
Cessation of bleeding and absence of 
other symptoms do not minimize 
the gravity of the condition. 

The public must be informed of 
the serious aspects of hematuria and 
must be advised to seek immediate 
medical counsel when it makes its 
appearance. 


Higgins, C. C., J. Jowa M. Soc., 11:557-559, 1955. 
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DIBROPHEN 
Capsules 


Analgesic—relaxant—non-narcotic 


Afford high potency — well 
tolerated- faster- longer relief 
from pain. Dose can be regu- 
lated to individual needs. Pa- 
tient stays fully awake—able 
to cooperate 


Each capsule contains: 
DIPYRONE 
Mephenesin 
*Saliclamide (acetyl) 


(*only salicylate that exhibits respiratory stimu- 
lation) 


DIBROPHEN available in bottles of 
30, 100, 500 and 1,000 capsules. 


DIPRONE Injection (Dipyrone . . . 0.5 
gm per cc } I.V. or I.M. Available in 
5 cc ampules; 30 cc vials. 

( analgesic—non-narcotic—non-steroid } 


USE COUPON BELOW FOR PRO- 
FESSIONAL SAMPLES AND LITERATURE 


(Please enclose your card when requesting samples) 


Please send literature and professional sam- 
ples of: 


______DIBROPHEN CAPSULES 
______DIPRONE [linjection) 
(Name) Dr. —__— 


(Address) 


(City) — wee Ee 


WILCO LABORATORIES, INC. 
Dept. (101) 


800 N. Clark Street, Chicago 10, Ill. 
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The “Normal” Appendix 


Author has reviewed 249 consecu. 
tive appendectomies between the 
years of 1952 to 1954 inclusive; 76% 
of the errors in diagnosis of ecutel 
appendicitis occur in the fenakim 
patient despite a preponderance of 
males in this series. 

An effective tissue committee has 
helped reduce the diagnostic error 


in acute appendicitis from 24°) inf 


1953 to 13.3% in 1954. 


Interval appendectomy was done 
in 23 cases, with the diagnosis of 
chronic or recurrent appendicitis 
From a pathologic standpoint thisiiy 
diagnosis is difficult to disprove, 
since after the age of 25 years 50% 
of all persons will show adhesions of 
the appendix, at laparotomy. Gener 
ally speaking, operation for chronic 
appendicitis is frowned upon by the 
tissue committee and appendectomy} 
for this diagnosis is becoming a mi- 
nor part of surgery—only 4 of our 
cases in 1954. 


A competent, honest pathologist i 
essential to make a tissue committee 
effective. 


Lawton, W. E., et al., West Virginia M. J., 11:39 
348, 1955 


Salmonellosis Originating 
in a Hospital 


The occurrence of salmonellosis in 
5 hospitalized patients is described 
from the epidemiologic and bacterio- 
logic points of view. Investigation 
revealed that all patients had re 
ceived tube-feeding formulas that 
included dried inactive yeast con-f 
taminated with 3 species of salmon-j 
ella at the processing plant. Theore-f 


tical and practical implications aref 
| discussed. 


Kunz, L. J., et al., New England J. Med., 18:76! 
763, 1955 
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a low or massive dosage.” 


___ ROMPREHENSIVE 
1S 10 Formulation Proved By Extensive Clinical Experience, 
ibede Each desplex tablet contains 25 mg. of rapid-acting ultra-micronized diethylstil- 


°T10-B bestrol U.S.P., with protective and effectuating amounts of vitamin B complex and 
ton vitamin S. 


1, 2, 3, 4. 


For further information and a generous trial supply of desplex, write to: 


FRANK L. HALEY, M.D. — Medical Director 


Grant Chemical Co., Inc. 
New York 10, N. Y. 
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Suicide 


In a recent report 109 patients 
who attempted suicide were inten- 
sively studied 8 months after the 
episodes. Two-thirds of all patients 
were classified in one of 5 diagnos- 
tic categories. These were manic- 
depressive-depression, including in- 
volutional melancholia, 16%; psy- 
chopathic personality, 15%; chronic 
alcoholism, 13%; hysteria, 12%; and 
dementia (vascular disease or senile 
psychosis), 11%. There were no pa- 
tients with anxiety neurosis and 
none with psychoneurotic depres- 
sion. The latter finding is contradic- 
tory to the belief that psychoneuro- 
tic patients are the most frequent 
suicides. The only diagnosis of neu- 
rosis was that of hysteria. 

The patients were classified into 
two groups; those who made serious 
suicidal attempts, and those who 
made suicidal gestures. Of the 2nd 
group, 51% of patients were drink- 
ing at the time of the attempt, 14% 
in the 1st group. Patients who were 
drinking just before the attempt 
comprised 39% of the total. 

Many depressed patients will 
readily admit suicidal fears. No 
threat of suicide should be disre- 
garded. The likelihood of suicide is 
greater in persons who have made 
previous attempts. 

The possibility of prevention of 
suicide depends upon recognition of 
such warning signs as mood changes, 
expressed intentions, and despond- 
ent attitudes. Some suicides are not 
preventable because the patient 
gives no advance suggestion of in- 
tent by appearance, expression, or 
behavior. 

Treatment of the depressed pa- 
tient is a definite measure of preven- 
tion. Social prejudice must be coun- 
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teracted so that family and {friends 
will obtain adequate care fo: such 
patients. After an attempt the physi 
cian must do more than perform 
gastric lavage or surgical rep: irs. If 
such patients are given psyc)iatriy 
care many suicides can be pr: vent. 
ed. After any suicide attemp:, the 
patient should be hospitalize and 
under 24-hour supervision wtil a 
careful evaluation can be made. Sui- 
cide should be considered pert o 
the total personality with all it 
strivings and conflicts. These per 
sons are neither brave nor cowardly: 
they are disturbed persons who need 
immediate and expert help. 


The Psychiatric Bulletin, 5:82-84, 1955. 


Low-Back Pain 


In a study at the Mayo Clinic i 
1952, only 22% of “back-pain” was 
caused by a ruptured intervertebral 
disc. The most common cause of 
backache is poor posture. Posture, 
alone, contributes to 60% of bac 
pain from the orthopedic standpoint; 
40% from the general medical stand 
point. 

Pathological changes in the spine 
come next—arthritis with calcifica 
tion, proliferative osteoarthritis. 


Disease of the dorso-lumbar areaJ 


such as osteomyelitis, osteoporosi 
bone tumors, or rupture of the apo 


quadratus lumborum muscles wil 
produce referred sciatic pain along 
the nerve trunks arising from th 
midback area. 

The occurrence of a ruptured in 
tervertebral disc is rare in compari 
son to the number of ligamentous 
muscular, or osseous defects whici 
produce low-back and/or §sciati 
pain. 


Cobey, M. C., Kentucky M. J., 9:781-783, 1955. 
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Met cortelone (Schering) 


Cry: talline corticosteroid with hor- 
mor il properties and anti-inflamma- 
't tory and antirheumatic action. Indi- 
catiins: rheumatoid arthritis. Dos- 
age: 20 to 30 mg. (four 5 mg. cap- 
sule; to six 5 mg. capsules) per day 
dep: nding on the severity of the con- 
dition. Supplied: bottles of 30 and 
100, 2.5 and 5 mg. capsules. 


Doxinate Capsules (Lloyd) 


Non-laxative fecal softener, each 
capsule of which contains 20 mg. 


. Especially purified Dioctyl Sodium 


Sulfosuccinate. Indications: treat- 
ment and prevention of constipation. 
Dosage: 1 or 2 capsules daily. Sup- 
plied: bottles of 30 and 100 soft gela- 
tin capsules. 


Aquasol A Cream with Panthoderm 
(U. S. Vitamin) 


“§ Antipruritic containing water-sol- 
4 uble vitamin A 200,000 U.S.P. units 
® per ounce, with 2% pantothenylol 
(analog of pantothenic acid) . Indica- 
tions: acne, ichthyosis, atopic 
eczema, seborrheic keratosis, folli- 
cularis, callosities, plantar warts and 
excessively dry, rough, scaly skin. 
Dosage: smooth in 2 or 3 times daily. 
Supplied: one ounce tubes in a wa- 
ter-miscible, highly absorptive cream 
base. 


Vi-Syneral Vitamin Drops Fortified 
(U. S. Vitamin) 


Multivitamin preparation which pro- 
vides vitamin B,., lipotropic choline, 
betaine, inositol, to assist infants who 
have difficulty in digesting and as- 
similating fats and oils, vitamin E 
for metabolic needs, aqueous natural 
vitamins A and D, and essential B- 
complex factors, including anti-con- 
vulsant B,. It is non-alcoholic, well 
tolerated, and mixes readily. Indica- 
tions: vitamin deficiencies. Dosage: 
0.6 cc. or more daily as needed. Sup- 
plied: 15 cc., 30 cc. and 45 cc. bottles. 


Tridal (Lakeside ) 


Combination of Dactil and Piptal 
producing an additive effect of vis- 
ceral eutonic and anticholinergic ac- 
tion. Indications: pain and spasms 
throughout the gastrointestinal tract. 
Dosage: 1 tablet before each meal 
and at bedtime. Supplied: 50 tablet 
bottles. 


Occultest (Ames) 


Diagnostic tablet test for the detec- 
tion of occult blood in the urine. Oc- 
cultest determines the presence of 
blood whether the cells are hemo- 
lyzed or not. Indications: for use in 
detection of early warning signals 
of serious organic disease. Supplied: 
bottles of 250 tablets. 
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Pen-Vee Oral Tablets (Wyeth) 


Oral penicillin preparation highly re- 
sistant to destruction by acids of the 
stomach and readily absorbed by the 
blood stream. Each tablet contains 
125 mg. of penicillin V. Indications: 
streptococcal, susceptible streptococ- 
cal, pneumococcal and gonococcal in- 
fections. Also it may be used in con- 
ditions where secondary infection is 
likely to occur. Supplied: bottles of 
36 tablets, 125 mg. (200,000 units) 
scored. 


Cytoferin (Ayerst) 


Provides ferrous sulfate and vitamin 
C for greater iron absorption. Indica- 
tions: hypochromic microcytic anem- 
ia. Dosage: as directed by physician. 
Supplied: bottles of 100 and 1000 
tablets. 


Neovar Tablets (Paul Maney) 


Each tablet contains 100 mg. of Neo- 
thylline (Dihydroxypropyl Theo- 
phylline) and 30 mg. of Ethaverine 
Hydrochloride. Indications: Coron- 
ary disease, peripheral thrombosis, 
myocardial infarction, angina bron- 
chial asthma, hypertensive states, 
dypsnea and renal and biliary colic. 
Dosage: 1 or 2 tablets, 3 or 4 times 
daily. Supplied: bottles of 100 and 
1000 tablets. 


Trinalis Supprettes (Webster) 


Antibiotic - antimicrobial trichomon- 
acide which is odorless, greaseless, 
nonstaining and non-irritant. Indica- 
tions: monolial and non-specific va- 
ginitis, vaginal and cervical infec- 
tions, and for use prior to cervical 
or vaginal surgery. Dosage: 2 Sup- 
prettes daily for at least 2 weeks. 
Supplied: jars of 14 Supprettes. 
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Geriject 


( Xirk) 
A vitamin and mineral prepa-ation 
to promote balanced nutritio: and 
normal metabolic interaction. Cop- 
tains essential Vitamin B cor iplex 
combined with Inositol, Cl oline 
and Methionine. Indications: < erija. 
tric conditions, convalescence. and 
for use in pre-operative and _ post- 
operative therapy. Supplied: bot- 
tles of 100 tablets and 10 cc. vials 


Amril (Leen:ing) 


A non-barbiturate sedative which 
contains acetylearbromal, mephe- 
nesin and reserpine to sedate on 
all three levels of the central nerv- 
ous system. Indications: tension, 
anxiety, insomnia and hyperexcit- 
ability states. Dosage: one tablet 
b.id. or t.i.d. for sedation. Two tab- 
lets before retiring to induce sleep. 
Supplied: bottles of 50 tablets. 


Therapeutic Homagenets 
(Massengill) 


A homogenized vitamin preparation 
The oily vitamins are divided into 
microscopic particles, providing « 
finer dispersion of the oil- and wa- 
ter-soluble vitamins. Each Homag- 
enet contains: Vitamin A (Palmi- 
tate), 12,500 Units, Vitamin D, 
1,000 Units, Thiamine Hydrochlo- 
ride, 5 mg., Riboflavin, 5 mg., Nico- 
tinamide, 25 mg., Ascorbic Acid, 
37.5 mg., Vitamin B,., 2.5 mcg., Pyri- 
doxine Hydrochloride, 0.5 mg., and 
Folic Acid, 0.125 mg. Indications: 
prophylaxis and treatment of mul- 
tiple vitamin deficiencies. Dosage: 
1 or 2 Homagenets daily, or as di- 
rected by physician. Supplied: bot- 
tles of 50 Homagenets. 
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THERAPEUTIC TRENDS 


Chico: -Trimeton in Prevention and 
Cure of Drug Reactions 


Fo prevention of reaction to pen- 
icilli:: and other drugs from 0.05 to 
0.1 ce. (5 to 10 mg.) Chlor-Trimeton, 
in the same syringe with aqueous 
penicillin or other compatible aque- 
ous medications, in known reactors, 
a dose up to 0.2 cc. (20 mg) may be 
used. For convenience, 1 cc. added 
toa 10 ce. vial of leading brands of 
aqueous procaine penicillin, pro- 
vides a combination which will re- 
main stable without loss of potency 
for a month without refrigeration. 
When using oily preparations, the 
dose of Chlor-Trimeton is given 
from a separate syringe before the 
other medication is injected. 

For treatment of reactions to pen- 
icillin and other drugs, the dose is 
0.1 to 0.2 ce. (10 to 20 mg.) intra- 
muscularly or intravenously. Aver- 
age duration of effect is 3 to 6 hours, 
and the dose may be repeated, if 
necessary. 

For intravenous use in treatment 
of acute allergic states, particularly 
anaphylactic reactions, Chlor-Trime- 

ston injection is supplied, 10 mg./cc. 
in 1 ec. ampuls. 

Contents of one ampul are inject- 
ed intravenously. 


Medicine in the News, 6:8, 1955. 
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Treatment of Heart Failure 


Digitalis is still the most useful 
drug in the treatment of heart fail- 
ure. It is of benefit in all forms of 
congestive heart failure or left ven- 
tricular failure whatever’ the 
rhythm. A new drug, procainamide, 
has proved useful in the treatment 
of cardiac arrhythmias, but is less 
successful than quinidine in pro- 
phylaxis. 

An ultimate result of heart failure 
is disturbed renal function; methods 
of relieving salt retention and edema 
are reviewed. 

Left heart failure demands prompt 
measures to break the vicious circle 
causing an overloading of the heart. 
In addition to the administration of 
drugs such as morphine and amino- 
phylline, the application of venous 
tourniquets round the thighs or 
venesection is advised. 

Oxygen is of especial value in 
heart failure caused by chronic res- 
piratory disease; improved methods 
of giving oxygen have popularized 
this form of treatment in the pa- 
tient’s home. 

Thyrotoxicosis is a cause of heart 
failure that is often overlooked; the 
response to antithyroid drugs is 
gratifying. 


Whittaker, S., Brit. M. J., 4945:937-939, 1955. 
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Clinical Evaluation of a New 
Topical Vaso-Constrictor, Tyzine 


This report is of the use of Tyzine 
(0.1% adqueous sol.), as a topical 
nasal decongestant in 203 patients— 
children and adults; 68 rhinitis of 
the common cold, 94 various nasal 
allergies, 12 eustachitis, 22 sinusitis, 
2 postoperative nasal congestion, 
and 5 chronic rhinitis from various 
causes. Excellent results in 92%, 
fair in 7.5% and failed to provide 
relief in 0.5%. Duration of relief 
after instillation 4 h.; and by re- 
peated instillations as needed, re- 
lief was maintained for as long as 2 
weeks in some cases. 

Continuous relief could be main- 
tained by instillations q. 4 h. in most 
cases, bedtime instillations gave re- 
lief that lasted through the night. 
No refractoriness after frequent and 
prolonged use. 

Tyzine was found entirely free of 
the adverse local and systemic reac- 
tions that frequently limit the use- 
fulness of the more potent topical 
vasoconstrictors. 


Menger, H. C., New York State J. Med. 55:812-814, 
1955. 


Drugs Used in Treatment of 
Patients With Petit Mal 


In an attempt to make a serial 
evaluation of drugs for identical 
petit mal patients, a variety of drugs 
and placebo baselines were intro- 
duced as criteria of effectiveness 
and the order of the drugs rotated 
systemically. If a high standard of 
seizure reduction is introduced as a 
criterion of success, such as practical 
control (a minimum of 80 to 99%), 
then PM 396 and trimethadione are 
the drugs of choice. 


Dietary Treatment of Diabetes 
Mellitus 


Total intake should be 25 to 
calories per kg. of body weigit de. 
pending upon age and occup.ttion: 
obese patients on diets of 120 to 
1500 calories (1000 calories iv. ex. 
treme cases) and so regulated that 
they lose 1 to 2 pounds per wee. 

After the diet formula is 2on. 
puted the patient is instructed how 
to translate these calories intc the 
proper type of food. A new die: has fpo: 
been formulated jointly by _ thefin; 
American Dietetic Association]; 
American Diabetic Association, and 
Diabetes Section of the United 
States Public Health Service.* One 
of the chief advantages of this “ADA; 
Diet” is its simplicity. 

‘ae be obtainable from U. S. Public Health 


Nadler, C. S., J. Louisiana State M. Soc., 107:20 
203, 1955. 


Treatment of Bacterial Pneumonic 
with Erythromycin 


The results of erythromycin ther- 
apy of bacterial pneumonia in the 
present study were comparable t 
those obtained in a similar series o! 
patients treated with penicillin, 
chloramphenicol, oxytetracycline, 
and chlortetracycline. 

Superinfections due to antibiotic- 
resistant staphylococci have been 
encountered with increasing fre 
quency in patients with pneumoniaf; 
treated with oxytetracycline, chlor- 
tetracycline, and penicillin. This 
complication did not occur in the 
present series and should be un- 
common during erythromycin ther- 
apy, since most staphylococci are, 
at present, sensitive to this antibi-f 
otic. 





Zimmerman, F. T., et al., J.A.M.A., 157:1194-1198, 


J. 


Waddington, W. S., et al., Arch. Int. Med., 93:556, 
1954. 
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Chemotherapy of Syphilis and 
Gonorrhea 


Syphilologists have discarded ar- 
senic and bismuth and rely on peni- 
‘Ecillin alone for syphilis therapy be- | . 
cause Of its ease of administration, : —— 
-Esafet), shortened course and low . 
cost cf treatment. , 
. Per icillin alone is the treatment 
‘om- fof cloice in uncomplicated gonor- FO LBESYN 
'Erhea and all types of syphilis. With 
the evelopment of the newer re- VITAMINS LEDERLE 
posit ry forms of penicillin, a single 
injec ion of 1.2 to 2.4 million units 
is a equate for the treatment of 
early syphilis, and for yaws, bejel 
and pinta. 
With the lowered index of suspic- 
ion of our physicians today, many 


cases are missed. If venereal disease, 
‘j ilis, goes untreated ; 
a year or more, it can cause ir- 


reparable harm. The cause of 
gonorrhea and syphilis is known. A 
simple, safe and practical form of Separate packaging of dry 
ambulatory therapy is now avail- vitamins and diluent (mixed 
able. It is now possible to cure these immediately before injection) 
“fdiseases in a short period of time at assures the patient a more 
alow cost. There is no reason why effective dose. May also be 
millions of people throughout the added to standard IV solutions. 
fworld need to be affected and sub- Dosage: 2 cc. daily. 
‘Bsequently develop the crippling and | © cach 2cc. dose contains: 
‘Pkilling sequelae of gonorrhea and Thiamine HC! (B,) 10 mg. 


syphillis. Riboflavin (B,) 10 mg. 
salle alice ieccestsedlaiacaeataiasentecitias Niacinamide 50 mg. 
Rein, C. R., Antibiotic Med., 1:4, 1955. Pyridoxine HCI (B,) 5 mg. 

Sodium Pantothenate 10 mg. 


: ° Ascorbic Acid (C) 300 mg. 
Hydrocortisone Ointment Vitamin Bie 18 ee 


in the Eczemas Folic Acid 3 mg. 


A series of 105 cases of eczema | | 

and dermatitis were treated with 
=1% and 242% hydrocortisone oint- 
_Iment. A further 23 cases were treat- LEDERLE LABORATORIES DIVISION 
fed as controls with an inert oint- awenrcan Cyanamid camranr 

‘pj.gment. Improving or healing occurred PEARL RIVER, NEW YORK 
in 76% of the treated cases and in #REG. U.S. PAT. OFF. 
17°. of controls. 


Church, R., Brit. M. J. 4912:517-519, 1955. 


COMPLEX 
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WARM 
RELAXING COMFORT 
IN LOCALIZED 
PAINFUL CONDITIONS 


The throbbing pain of a sprain, the 


! 
1 
‘incapacitating ache of an arthritic ; 
' 
1 


joint, or the muscle tenseness 
associated with a sore throat—a single application 
of NUMOTIZINE will provide comfort 


for a period up to 12 hours. 


Acting as a warm, moist dressing, NUMOTIZINE produces 
soothing hyperemia and analgesia in both traumatic 


and inflammatory congestive conditions, 


NUMOTIZINE is simple to apply, requiring no heating of the area, no frequent 
change of dressings. As a topical application, it avoids the gastric irritation of oral 
analgesic medication. It is compatible with systemic medication. 


—— 


NUMOTIZINE’ 


PRESCRIPTION CATAPLASM 
Supplied: 4, 8, 15 and 30 oz. jars : 
/ 
HOBART LABORATORIES, Incorporated ; if 


CHICAGO 10, ILLINOIS, U.S.A 





Use 2f Demerol and Picrotoxin 
in Obstetrics 


Denerol and similar products are 
gener ally used in obstetrics and ren- 
der e 10rmous services. Although the 
drug is virtually free of risk for the 
mother, the infant may be born in 
a stypor, apnea and rather fre- 
quently even asphyxia. A resuscita- 
tor und oxygen must always be 
avaiable; the infant may require 
lobe ine, picrotoxin coramine and 
othe’ methods of resuscitation, and 
resuscitation may be unsuccessful. 
Intr:muscular injections of these 
drugs require 10 to 20 minutes to 
become effective, and injection into 
the umbilical vein or the anterior 
fontanel is far from being reliably 
effective. 

Tie author has given the picro- 
toxin to the mother with the last 
Demerol injection before delivery 


oom nae 


IN A TWO-LAYER TABLET 


STREET 


city 


CLINICAL 


aed 


MEDICINE, 


were perfect. Resuscitation and oxy- 
gen were necessary in one case. The 
newborns drew their first breath 
spontaneously and were pink. In 


some cases complete dilatation was 
hastened. 


With the last Demerol injection 
0.5 cc. of picrotoxin is given; if de- 
livery is delayed, another 0.5 cc. of 
picrotoxin is given either alone or 
with pitocin. No maternal or infan- 
tile accidents were observed. The 
anesthesia was improved and en- 
tailed less respiratory inconven- 
iences when picrotoxin was given. 


The author is under the impres- 
sion that this method will prove 
very useful and it seems to him that 
picrotoxin would also be indicated 
before cesarean section; perhaps 
Sedol or Demerol could also be used 
before this intervention. 


Gobeil, L Le Saguenay Medical, 3:172, 1955, via 


Internat. M. Digest, 67:1, 1955. 


in 150 private cases. The results a. oe ae 


ee ee 

Acetylsalicylic Acid 333mg 

Ascorbic Acid 

Menadione 

Calcium Carbonate 
A development of the 
Saree a ee crt tie 
Foundation. U. S. Patent 
No. 2,385,365 


SARATOGA SPRINGS, N. Y. 
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Use of a Quadruple Sulfonamide 
Mixture in Acute Bacterial 
Infections of Infancy and 
Childhood 


A mixture of sulfadiazine, sulfa- 
pyrazine, sulfamerazine, and sulfa- 
methazine was given to 21 infants 
and children having tonsillitis, acute 
otitis media, and acute bacterial 
pneumonia. 

Dosage 0.1 gm. per kg. body 
weight, initially, and 0.025 gm. per 
kg. each 6 hours thereafter until 
rectal temperature normal for 24 to 
36 hours and until symptoms and 
signs improved. 

Illness lasted an average of 4 
days: 3 to 10 before sulfas adminis- 
tered. Fever lasted an average of 
34.9 hours, temperature normal, 
aver. of 2.4 days after therapy. Uni- 
form improvement in symptoms and 
findings in first 24 hours. 

The drug in emulsion or tablet 
was taken readily by all patients. 
No nausea, vomiting, allergic sensa- 
tion, or cutaneous reaction; no he- 
maturia, impaired renal function, 
anemia, or leukopenia. 





Ferguson, A. D., et al., J. Pediat., 45:655, 1954. 


Effect of Hydrous Zirconium 
Oxide on Rhus Toxicodendron 
Dermatitis 


Lotions containing 4% hydrous 
zirconium oxide, applied with mod- 
erate rubbing up to 8 hours after 
heavy contact with poison ivy ex- 
tract, will prevent dermatitis from 
developing. There appears to be an 
antipruritic effect. 

After poison ivy dermatitis is well 
developed the application of the lo- 
tion did not materially affect the 
progress of the inflammation. 





Cronk, G. A., et al., Antibiotics & Chemotheraphy, 
5:64-66, 1955. 
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Penicillin V, A New 
Type of Penicillin 






Penicillin V (phenoxymethy] pen. 
icillin) is a new type of penicillin 
produced biosynthetically by »eni- 
cilium chrysogenum Q 176 in a cul- 
ture medium special. It has found 
widest use as crystalline penicillin 
V acid. In contrast, penicillin G is 
partially inactivated in an acid me. 
dium. 

It appears that many of the in- 
fections that have been treated par- 
enterally with penicillin may now be 
treated with penicillin V given or- 
ally. The agent has induced few !ocal 
reactions, but it may be capable of 
inducing serious systemic reactions 
as in some instances with the use of 
penicillin G. Orally 200,000 units 
causes detectable amounts in the 
serum for at least 4 hours. 

The range of antibacterial activity 
of penicillin V appears to be similar 
to that of penicillin G. The results 
suggest that in penicillin V we have 
another effective therapeutic agent 
for the treatment of certain infecti- 
ous diseases. 




































































Martin, W. J., et al., Proc. Staff Meet., Mayo Clin., 
21:467-476, 1955. 









Raynaud's Syndrome: 
Treatment of the 
Vasospastic Phenomena 




















Many cases do not progress and 
may be satisfactorily treated by re- 
assurance, warm clothing, and the 
avoidance of exposure to cold and 
undue emotional disturbances. In 
advancing cases tobacco is interdict- 
ed. Drugs to counteract vasospastic 
phenomena are used clinically with 
varying degrees of success, includ- 
ing Priscoline 25 mg. 3 to 6 i.d., and 
Roniacol 50 mg. 3 or more i.d. 































































NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


TIiCOZZ, Cy I. hor sill plychoses 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 


mildly deteriorated aged patients may 
be accomplished by treatment with 
the NICOZOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or 4 teaspoonful 
of elixir contains: 
Pentylenetetrazol ____ 100 mg., 
Nicotinic acid 50 mg. 


1. Levy, S., J.A.M.A., 153:1260, 1593. 
il Coupon for Free NICOZOL eee 
5 Specialties, Inc. 
0, Box 830, Winston-Salem, N. C. 


ly send me professional sample of NICOZOL Capsules, 
literature on NICOZOL for senile Psychoses. 


ETHICAL PHARMACEUTICALS 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 





For the Treatment of Yeast 
Vaginitis 

Acrizane chloride is Abbott Labo- 
ratories trade name for phenacri- 
dane chloride. Acrizane chloride va- 
ginal cream is supplied in a 1:200 
concentration (0.5%) in a vanishing 
cream base containing diglycol stea- 
rate, popylene glycol, cetyl alcohol, 
and stearic acid. 

A total of 48 patients were seen 
in private practice with vaginal 
moniliasis during this study of 
twelve months. The diagnosis of 
monilia was confirmed by the wet 
slide technic. Nearly all patients 
complained of discharge, pruritus or 
burning. Many showed acute vaginal 
and cervical inflammation. 

All had acrizane chloride cream 
vaginally by the use of a plastic ap- 
plicator, either in the office by the 
physician, or at home by the patient. 
Home treatment consisted of one 
vaginal application each night, and 


a douche with soda upon arising, 
daily through at least one menstrual 
cycle with office examination and 
treatment weekly. Five days after 
menses all treatment was stopped, 


including douches, and vaginal 
smears were checked 3 days later. 
If the smear was negative, it was 
continued on a modified regime, 
using the vaginal cream 3 times 
weekly through the next menstrual 
period. Vaginal smear was repeated 
after the second menstrual period. 
After obtaining 2 consecutive nega- 
tive smears it was considered to be 
cured. 

Ten of the 48 patients failed to re- 
turn for further treatment or smears 
after the initial diagnosis was made, 
and treatment prescribed. 

Of the 38 cases treated, 28 showed 
complete cure, 7 clinical improve- 


ment. It is believed that these aly 
would have shown complete cure j 
they had returned. 

It was found that this drug co 
be used in combination with othe 
agents which seem to augme it th 
treatment in certain cases. In casa 
of resistant vaginitis or reinfectiq 
the combined application of gentia 
violet by the physician at the offic 
and acrizane chloride by the patien| 
at home gave excellent results 


Moll, Jr. J., 
107:272- rr 1955, 


al., J. Louisiana State M. So 


Treatment of the Carotid-Sinus 
Syndrome by Irradiation 


In a series of 52 cases of the caro 
tid-sinus syndrome, x-ray therapy 
as the sole therapeutic agent effect 
ed a complete remission in 58%. A 
additional 12% were moderatelyf 
benefited, making a total of 70%. A 
remission of over 14 years after ir 
radiation is reported. 

Failure to obtain benefit from irf" 
radiation may mean that there isg" 
serious, unrecognized coronary scle- 
rosis. 

This treatment has the advantages 
of being harmless, affording prompt 
relief, being inexpensive and being 
successful with all types of the syn- 
drome, whether vagal, depressor, 
cerebral or mixed. 

Medication with belladonna or its, 
alkaloids is the most successful 
means of control when irradiation 


quick motions of the head, heavy 
lifting, squatting and bending. 
The occurrence of a sensitive car-}. 
otid sinus in epilepsy is rare—9 cas-}. 
es in 1000 in one report. 


Greeley, 


H. P., New England J. Med., 252:91-%, 
1955. 
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REVIEWS 


ystenic Associations and 
reatnent of Skin Diseases 


by Kurt Wiener, M.D. With 90 
ext ‘lustrations. The C. V. Mosby 

ompany, St. Louis 3, Missouri. 
9955. $17.00 

Much more has been written on 
tkin manifestations of internal dis- 
pases than on systemic associations 
pf skin diseases. This book presents 

is important subject in a way 
hich is novel to most doctors. Many 
‘fof Our commonest disease condi- 


e is ions, as well as a good many rarer 


eases whose severity lend them 
special interest, are given adequate 


For those desirous of studying 
any of the subjects more exhaustive- 
‘Aly, nearly 3,000 references are given. 


The Expression of the Emotions 
in Man and Animals 


by Charles Darwin, M.A., F.R.S., 
with photographic and other illustra- 
tions. Philosophical Library, 15 East 
840th St., New York 16, N. Y. 1955. 
14 $6.00 


This is a subject on which most of 
us have heard much and read little. 
The same may be said of the author. 
About both subject and author all of 


14 us would do well to learn more. 
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Perinatal Mortality in New 
York City: Responsible Factors 


A Study of 955 Deaths by the 
Subcommittee on Neonatal Mortal- 
ity, Committee on Public Health Re- 
lations, The New York Academy of 
Medicine. Published for The Com- 
monwealth Fund by the Harvard 
University Press, Cambridge, Mas- 
sachusetts. 1955. $2.50 

This report of an intensive study 
of infant mortality in New York 
City contains much of great value 
for application to the problem of in- 
fant mortality in any city or section. 


Pain Syndromes 


by Bernard Judovich, M.D., and 
William Bates, M.D., F.A.C.S. 184 
Illustrations. Fourth edition. F. A. 
Davis Co., Philadelphia. 1954. $7.50 


It is claimed that the most import- 
ant therapeutic advance in this edi- 
tion has been the development of the 
motorized intermittent traction ap- 
paratus for herniated cervical and 
lumbar discs; also that, in brachial 
plexus pain, the relief has been so 
gratifying that infiltration as a ther- 
apeutic procedure has been practi- 
cally abandoned. Claims from this 
source must be valid, and if so these 
bits of instruction alone would many 
times repay the cost of the book. 
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Of Research People 


by George E. Burch, M.D., F.A. 
C.P., Henderson Professor of Medi- 
cine, Tulane University School of 
Medicine, New Orleans. Grune and 
Stratton, Inc., New York and Lon- 
don. 1955. $3.00 


A book of suggestions by text and 
illustrations for the researcher as to 
what he should and what he should 
not do. 


The Lacrimal System: 
Clinical Application 


by Everett R. Veirs, M.D., Chief, 
Section of Ophthalmology, Scott and 
White Clinic. Grune & Stratton, 
New York and London. 1955. $7.50 


A very comprehensive book deal- 
ing with knowledge of special inter- 
est to the specialist in diseases of this 
area. 


Cardiac Auscultation, 
Audio-Visual Principles 


by J. Scott Butterworth, MD 
Associate Professor of Medcicing 
Maurice R. Chassin, M.D., Assista 
Professor of Clinical Medicine a 
Robert McGarth, M.D., Associat 
Professor of Clinical Medicine, @ 
New York University Post-Grad 
ate Medical School. Grune am 
Stratton, New York and Londo 
1955. $4.50 


Important as auscultation is i 
the investigation of the state ¢ 
health of the heart, it has been seri 
ously neglected since the develop 
ment of the electrocardiograph. Thé 
authors have rendered a great serv. 
ice in calling doctors, present and 
future, back to the use of this im 
portant diagnostic measure, and i 
describing proper technic and in 
terpretation. 


Trasentine-Phenobarbital 


integrated relief... 
mild sedation 
visceral spasmolysis 
mucosal analgesia 


MEDICAL HORIZONS | 


Cisa 
Summit, N. J. 


242228" 
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TABLETS (yellow, coated), 
each containing 50 mg. 
Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 
and 20 mg. phenobarbital. 


Monday P.M. 


o 
Sponsored by CIBA = 
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